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Editors’ Introduction to Inaugural Issue 


elcome to the first issue of the Bulletin 
of our newly formed Network for 
public health, religion, and spirituality 


(PHRS). The Bulletin aims to be a place to 
highlight research, teaching, and practice, past and 
present; share ideas, resources, and opportunities; 
house candid discussions with people engaged — 
either empirically and/or in practice — at the 
intersections of religion and public health; and 
encourage a sense of connectedness to this 
growing field... all with a bit of levity, where 
possible! 


With these aspirations in mind, our inaugural 
bulletin begins with an interview with Professor 
Len Syme, who studied the relationship between 
religion/spirituality and public health as early as 
the 1950s, and was a key founder of the field of 
social epidemiology. This interview is followed 
by an expanded introduction to the PHRS 
Network, its scope, and its purpose, articulating 
our intent to balance interdisciplinarity with 
sustained focus on public health. Next, Ellen Idler 
writes a short essay about the scholarly projects 
and future directions of Emory University’s 2019 
cohort of graduates who received training in both 
religion and public health. This piece is followed 
by an article from Jordan Burns, a recent Emory 
graduate, describing her academic and 
professional journey in religion/spirituality and 
public health, and how she applies her training in 
her work with the President’s Malaria Initiative. In 
an article relevant to students and teachers of 
public health, Doug Oman and Katelyn Long alert 
us to this year’s Fall 2019 National Student Essay 
Contest on spirituality/religion and public health, 
sketching the contest’s goals and four-year 
history. Finally, our inaugural issue closes by 
highlighting new research and articles, and 
upcoming and recent events, such as the March 
2020 Conference on Religion and Medicine, the 
March 2020 meeting of the Society for the 
Psychology of Religion and Spirituality, and the 


November 2019 Faith Community Caucus 
sessions at the annual meeting of the American 
Public Health Association. For making this issue 
and this bulletin possible, we are very grateful to 
all of our excellent authors, photographers, our 
interviewee, and our Board, and to those already 
preparing other articles for inclusion in our second 
issue scheduled for release in Spring 2020. 


This Bulletin is anew endeavor. We welcome your 
ideas and feedback — both for the PHRS Bulletin 
and for the website - and we ask for your patience 
as these platforms develop and mature. Whether 
you are a public health academic or practitioner, 
an advocate or skeptic, a person engaged in faith- 
based public health partnerships, a student with 
interests in PHRS, or (please fill in the blank), we 
welcome you and thank you for reading! 


If you are wondering who we are — the editors of 
this new bulletin — well, out of a dozen people 
seated around a table six months ago in Durham, 
we’re two who volunteered!4! One co-editor is 
Doug Oman, a professor at UC Berkeley School 
of Public Health, a member of a cohort of 
seasoned scholars who have dedicated a 
significant part of their public health careers to 
exploring religious and spiritual (R/S) factors and 
public health. The other co-editor is Kate Long, a 
post-doctoral fellow at the Human Flourishing 
Program and T.H. Chan School of Public Health 
at Harvard University, representing a new group 
of public health students and early career 
professionals who want to contribute in 
meaningful ways to the growing PHRS field. We 
hope our blended influence as co-editors of the 
PHRS Bulletin yields a publication that has 
substance for those long interested in the 
intersections of public health, religion, and 
spirituality, and simultaneously offers a good 
“starting point” for those who are new to work and 
practice at these intersections. We also hope it is 
something you want to read! 


3 PHRS BULLETIN EDITORS 


Sincerely, 
Kate and Doug 


Katelyn Long, DrPH 
knlong@hsph.harvard.edu 
Coeditor 

Doug Oman, PhD 
dougoman@berkeley.edu 


Coeditor 


[1}‘For more background on the formation of the 
Network, see our other article in this issue, 
“Welcome to the Public Health, Religion and 
Spirituality Network” (link). 
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Interview with Dr. Leonard Syme 


Angela Monahan, Auwal Abubakar,! and Joshua T. B. Williams?! 


Editors’ Note: 


The PHRS Bulletin expects to feature a series of interviews with 


influential contributors who have shaped the field of public health, religion, and 
spirituality. Here we are pleased to present the first of these interviews. 


] E present an interview with S. Leonard 
Syme, PhD, Professor Emeritus of 
Epidemiology and Community Health 
Sciences at the University of California Berkeley. 
Dr. Syme was pivotal in leading epidemiologists 
to focus on the role of religion/spirituality in large 
public health studies of the early 1960s. He was 
also one of the founders of social epidemiology, 
which is now well-established in many schools of 
public health and supported by several textbooks. 
Dr. Syme (see photo) was interviewed for the 
PHRS Bulletin by graduate students Angela 
Monahan and Auwal Abubakar of U. C. Berkeley, 
and by Josh Williams, Assistant Professor at 
University of Colorado Denver School of 
Medicine. 


Angela Monahan: How did you become 
interested in investigating spirituality/religion and 
health relations? 


Leonard Syme: | was a sociology student and was 
invited to the very first fellowship program in the 
world linking sociology with health and medicine. 
I chose to do my research on sociology in 
medicine, the concentration with the least amount 
of research or data collected on it. In that context, 
I studied the work of Emile Durkheim, the French 
sociologist. He wrote the very first book on the 
importance of religion for health, studying suicide 
as his example. 


My very first job after school was working with 
the Heart Disease Control Program in the U.S. 
Public Health Service. As I was getting organized 
in that work, one of the staff members of the 
program came to me asking for help with writing 


a questionnaire to study the rumor that people with 
high fat diets had higher levels of cholesterol and 
higher rates of disease. She chose to study a group 
of Seventh Day Adventists in a place called the 
Washington Sanitarium, who were all basically 
vegetarians. I helped with the questionnaire, but 
because I had been studying Durkheim’s work, I 
asked to include three questions about religion at 
the end of the questionnaire. She said okay. 


In those days, all 
questionnaires had to 
be submitted to the 
US bureau of the 
budget to get 
clearance. In two 
weeks, we got back 
the questionnaire, 
accepted as is except 


for the three 
questions at the end. 
The government 


wouldn’t let me ask 
about religion! So, I 
resigned. The next 
day, I received a call from the Assistant Surgeon 
General wondering why I was resigning. I said, 
“T’m a sociologist, I study what people believe, 
and if I can’t ask these three questions about 
religion, I don’t have a place here!” I was told to 
not be so hasty and asked if there was evidence of 
religion affecting health. I said of course there is, 
even though I had no idea for sure at the time. So, 
I was given three weeks leave to go dive into the 
subject and write a paper arguing for studying 
religion. 


S. Leonard Syme 
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I came up with a very impressive paper arguing 
that religion does have an impact on health. I sent 
it to the Assistant Surgeon General and they called 
me back saying the research was very important 
and they saw my point. However, we would have 
to deal with the constitutional issue of asking these 
three questions [as there were policies against 
asking about religion in government surveys at the 
time]. They ended up revising the government rule 
[to make it possible in the future] that you can ask 
about religion if you show it will do more good 
than harm. That was my first job and first 
experience with religion. 


Auwal Abubakar: What first made you think that 
there might be religion/health connections? Were 
there ideas you learned in your sociology training 
that made you think there might be connections? 


Leonard Syme: Durkheim’s work on suicide. He 
had a whole section on the importance of religion 
that caught my attention. This was not a topic we 
discussed, except in divinity schools or medical 
schools. 


Angela Monahan: We’ve heard from some of 
your former students and from yourself about how 
Durkheim influenced your thinking. Were there 
other influences on your thinking that helped you 
see the possibility of R/S health connections? 


Leonard Syme: When thinking about health, 
consider health as a symphony orchestra. You can 
know all about every instrument in detail involved 
in a symphony, but that has nothing to do with 
symphony music. The sound you get from a 
symphony is not describable in terms of the sound 
you get from those individual instruments. One is 
necessary for the other. It’s very much like clinical 
medicine and how we study individuals but having 
this group influence took us to a totally different 
world. That was part of Durkheim’s argument. He 
was talking about the importance of the group as 
distinguished from the individuals that make up 
the group. The whole is more than the sum of the 
parts. 


It’s very challenging to change a _ whole 
perspective [on public health]. You’d think the 
study of health is easy but turns out its 
multidimensional. I’ve been doing this now for 60 
years, and I’ve studied probably all the things you 
can think about, but after all this time, I’ve finally 
come to the understanding that everything I’ve 
done has been misguided and I finally know the 
real issue: children. You can spend the rest of your 
career trying to repair the damage, but early 
intervention to me is the key. So, I made a change 
to my whole view of what needs to be studied, 
what the priorities are, because the influence of the 
early years is so profound, it just blurs everything 
else. And pediatricians do not have an audience. 
In public health, we study other things and rarely 
do we study children because they do not have 
enough disease. If a young child is basically 
healthy, they’re not an interest, and that really is a 
major tragedy. 


Josh Williams: In your experience Dr. Syme, 
have you had a warmer reception with your 
religion research amongst clinicians versus public 
health officials? Could you contrast those two? 


Leonard Syme: Clinicians don’t have a problem 
with it. Clinicians deal with individuals and 
understand the importance of these things. Public 
health? Basically zero. It’s very strange. Trying to 
introduce this topic to the world of public health is 
a very important issue but very challenging. 


Auwal Abubakar: You’re viewed as one of the 
founders of the field of social epidemiology. 
Should religion and spirituality be thought of as 
important social factors that should be addressed 
in social epidemiology? 


Leonard Syme: That’s a good question. If we’re 
talking about the influence over our health and 
wellbeing, that’s what social epidemiology is all 
about. How can you not talk about religion? This 
is not to talk about the importance of your religion, 
my religion, or their religion, we’re talking about 
this idea of spirituality. In fact, I’ve been arguing 
with Dr. Doug Oman about getting rid of the word 
‘religion’ and just going with spirituality. He 
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wants to keep the world religion, but to me, all it 
does it cause controversy. I think spirituality is a 
much more neutral and meaningful term. 


Angela Monahan: There was a question about 
religion in the Alameda County Study that you 
helped design (with Lester Breslow). What made 
you think to include the religion question(s)? 


Leonard Syme: That’s an interesting question. I 
had done a major study of heart disease in 
populations of Japanese descent. The Japanese had 
one of the lowest burdens of heart disease in the 
world. That was a major issue, and I wanted to 
study why that was so. Everyone believed it was 
either their diet or genetics, and I didn’t think so. I 
got a grant to study 18,000 Japanese migrants from 
Japan to Hawaii and California. We found a very 
low rate in the Japanese in Japan, a rate five times 
higher among Japanese in San Francisco, and an 
intermediate rate in Hawaii. What explained that? 
Turned out, it was not diet at all. The diet was 
much more westernized in San Francisco, but that 
did not account for the increase in the disease rate. 
Genetics is an obvious important risk factor for 
heart disease, but we saw that those who moved to 
Hawaii had half the disease rate of those that 
moved to San Francisco, and it wasn’t genetics. 


So, what was going on? I saw that problem and 
handed it to a student, who did a brilliant doctoral 
dissertation. Do you know the name Sir Michael 
Marmot? He is one of the most famous public 
health professionals in the world. He’s done the 
most important work on the most important risk 
factor for heart disease — social class. He’s 
revolutionized a whole field on that. He found that 
people who ate Japanese diets and adopted 
Japanese ways in America had low rates similar to 
if they were living in Tokyo. Additionally, he 
found that Japanese migrants who had a more 
westernized diet and lifestyle had much higher 
rates of heart disease. 


I went to Japan four or five times to figure out 
what was going on, and IJ taught another doctoral 
student: Lisa Berkman. She went out in Alameda 
County to look into this problem. She had a 


suspicion that the Japanese were better connected 
to each other than Americans. My interviews in 
Japan suggested that was true. So, she did the first 
study ever on the importance of being connected 
to others, and it was the Alameda County Study. It 
turned out that the social connection question, 
which we now call social support, was more 
powerful than we could have imagined. That 
concept has now been studied in more than 
300,000 people, all over the world, in all ages, and 
it is the most important risk factor for chronic heart 
disease, after adjusting for smoking, diet, blood 
pressure, etc. Being connected to others is really 
powerful and it’s been shown in every study since 
then. 


Josh Williams: With that in mind, how would you 
respond to recent articles in respected Public 
Health journals that applaud the positive impact of 
faith-based organizations on public health but say 
it is neither the place of medicine (nor public 
health) to quantify how  religion/spirituality 
impacts health? 


Leonard Syme: In 1958, when the Assistant 
Surgeon General said to me that the study of 
religion was inappropriate in public health, I 
would say it’s exactly what we’re hearing today 
and there has been no change. The evidence exists 
against that viewpoint, but we’ve never been 
really able to make a case. So, I don’t know how 
to deal with it. I think if you got rid of the word 
religion and called it spirituality or something else, 
I think we’d have a better chance. The word 
religion is almost a bad influence, it divides people 
into different groups that complete with each 
other. We discriminate against one another, we go 
to war with each other, and that’s not what we’re 
talking about. Religion is a polarizing word. 


Josh Williams: What do you think the most 
effective strategy would be to increase awareness 
of the impact of spirituality on public health? 


Leonard Syme: Wow, what a good question. The 
obvious answer, which I think is wrong, is to show 
the studies that make the most difference. But 
we’ve been doing that for a long time, and it 
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doesn’t seem to help. It’s easy to say that certain 
religious groups, like Seventh Day Adventists, 
have low rates of chronic disease; we say it’s their 
vegetarianism. We never talk about the fact that 
they have a coherent way of organizing their 
thoughts. We’ve never gone there. You guys need 
to do this now. 


Angela Monahan: You’ve been involved with 
recent activities at UC Berkeley’ on 
spirituality/religion and health — you helped lead 
the University of California Berkeley faculty 
Working Group on religion/spirituality activities 
in 2013 and 2014, you were involved with the 
collaborative efforts with other schools in 2015- 
2017 when leaders met in Berkeley (in 2015), you 
coauthored two chapters to Dr. Oman’s 2018 
book, and you have helped/advised on the current 
traineeship. Is there anything you’d like to say 
about all of your experience? 


Leonard Syme: Yes, you’ve completely 
exaggerated my influence. I’m always in the 
background. The idea of getting social 
epidemiology on the map was an interesting 
phenomenon. I started in 1968 and got the first full 
grant in the world to look at this stuff. I remember 
I decided to get a training grant to help support this 
work. I got a training grant from the heart institute 
and I got that for 25 years, one of the longest 
running training grants ever. Finally, in the end, 
they said “we’re not going to support you 
anymore. You’re not doing heart disease anymore; 
all these years and you hardly even mention it 
anymore. Now you’re doing health and wellbeing, 
and heart disease is part of the story, but we can’t 
support that anymore.” That was an interesting 
comment. I started out with heart disease because 
that’s where the data was, but after a while we 
ended up talking about much broader issues than 
that. But try to get a grant now to study these issues 
in health and wellbeing, I wouldn’t want to try. 


Josh Williams: One last question for you, Dr. 
Syme: as a researcher who’s young in his career, 
I’m often making mistakes and learning from 
them. Are any specific learning opportunities 
you’ve had over the course of your career that 


have been especially helpful while studying 
religion and public health? What advice would 
you give to those reading this interview to avoid 
repeating those same mistakes? 


Leonard Syme: You have to have solid data. 
Beyond question. I’m talking about rigorous 
statistical methods with the most rigorous designs 
imaginable, because we’re talking about such a 
fuzzy topic that if you don’t have somewhat solid 
data, you won’t be taken seriously. Does solid data 
solve the problem? No, but it’s really necessary. 
As a clinician, it’s hard to summon that kind of 
fancy, sophisticated statistical analyses and 
methods these days, but you have to make that 
connection and keep those people involved with 
you. Otherwise, you'll be eating dust. 


This interview with Dr. Leonard Syme took place 
on October 7, 2019, on campus at the University 
of California Berkeley. The transcript has been 
edited for clarity and brevity. 


[1]*Angela Monahan is a trainee in public health, 
religion, and spirituality who is studying for a 
Master of Public Health in infectious diseases 
and vaccinology at the University of California 
Berkeley (angela_monahan@berkeley.edu). 


[2|\Auwal Abubakar, MBBS, is a trainee in 
public health, religion, and spirituality who is 
studying for a Doctor of Public Health at the 
University of California Berkeley 
(auwal_abubakar@berkeley.edu). 


[3]/Joshua T. B. Williams, MD, is a general 
pediatrician and Assistant Professor of Pediatrics 
at the University of Colorado Denver School of 
Medicine (Joshua. Williams@dhha.org). 
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Welcome to the Public Health, Religion and Spirituality Network 


Doug Oman,"! Katelyn Long,”! and PHRS Editorial Board 


elcome to the Public Health, Religion, 
WV and Spirituality Network (PHRS 
Network), intended to bring together 
scientists, scholars, and practitioners of public 
health who seek to understand the role of spiritual 
and religious factors in public health research and 
practice. Building on global interdisciplinary 
momentum in the spirituality/religion and health 
field, this new Network emerged in concrete form 
from conversations at the eighth annual 
Conference on Medicine and Religion, held 
March 29-31, 2019, at Duke University. The 
PHRS Network and its new Bulletin reflect our 
hopeful appraisal that the time is now ripe for 
substantially increased public health awareness of 
religious/spiritual factors. In launching | this 
Network and Bulletin, we hope to facilitate 
organization of future conference symposia on 
R/S and public health, raise awareness of 
emerging resources and existing public health 
programs that address R/S factors, and encourage 
enhanced overall collaboration, communication, 
and collegiality. 


As we build a public health network, we should 
bear in mind the distinctive nature of “public 
health” as a field, and how it differs from yet 
overlaps with clinical fields. Whereas clinics most 
commonly treat illness after it occurs, public 
health emphasizes preventing illness. And 
whereas clinical fields largely attend to individual 
outcomes, public health, as reflected in the more 
than 50 schools and colleges of public health in the 
United States alone, has always been dedicated to 
understanding factors that affect a society’s 
collective level of health, often called population 
health. 


There is also much overlap between a clinical 
orientation and a public health orientation. For 
example, public health — perhaps especially 
through its subfield of health policy and 


management -— seeks to ensure properly 
functioning healthcare sectors that support 
clinicians in enacting compassionate and effective 
medical care. Similarly, many other public health 
subfields, such as epidemiology and the study of 
infectious diseases, generate much valuable 
information that can guide and inform clinical 
practice. 


Nonetheless, compared to clinical fields, public 
health places much _ greater emphasis on 
community-level activities and perspectives. One 
commonly cited definition of public health is 


“the science and art of preventing disease, 
prolonging life and promoting health 
through organized efforts and informed 
choices of society, organizations, public 
and private, communities and individuals” 
(ASPPH, 2016, p. 3).2! 


Attending to R/S factors in public health therefore 
means giving sustained attention to community- 
level factors, activities, and manifestations of 
religion and spirituality. For example, one 
recurrent theme in public health discourse on R/S 
is the practical value of collaborative partnerships 
between religious organizations and public health 
professionals and agencies (Campbell et al., 2007; 
Epstein, 2018; Idler et al, 2019; Morabia, 2019; 
Tuggle, 2000). 


In addition, neighborhoods, regions and societies 
may differ in the degree and manner that spiritual 
values or religious culture are embedded in civic 
life and the social environment, beyond their 
existence as privatize characteristics of 
individuals. Such embedding is_ often 
consequential. Much evidence indicates that 
spirituality and religion, as features of the social 
environment, may not only predict health and 
longevity, but may also influence other 
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community-level health factors, such as behaviors 
and attitudes towards the natural and built 
environment, as well as social identity, cohesion, 
and discrimination (e.g., Doebler, 2015; Oman & 
Syme, 2018; Sherkat & Ellison, 2007).4! 
Consequently, group-level religion/spirituality 
may independently affect variables of health 
relevance above and beyond the effects of 
individual-level religion/spirituality (e.g., Nie, 
Yang, & Olson, 2018; Wolf & Kepple, 2019). 


The last five years have seen much progress in 
raising public health awareness of R/S factors. For 
example, in 2014, Oxford University Press 
published the first edited book dedicated to R/S 
and public health, Ellen Idler’s (2014) Religion as 
a Social Determinant of Public Health. In 2015, 
Susan Holman’s book Beholden explored the 
intersections of religion, global health, and human 
rights (Holman 2015). Three years later, Springer 
International published Doug Oman’s (2018) Why 
Religion _and_ Spirituality Matter for Public 
Health, containing a dozen empirical reviews of 
R/S-health relations from the perspective of every 
major subfield of public health, as well as chapters 
profiling courses about R/S and public health at 
seven leading US schools of public health, and 
additional chapters on implications for public 
health practice. And in 2019, the American 
Journal of Public Health published a special 
section on how religious organizations have a long 
been active in contributing to public health and 
working in partnership with public health 
professionals (Idler et al, 2019; Morabia, 2019). 


We are launching this network in the hope that 
together, all of us can build on this momentum and 
help carry it forward. Success will require 
awareness of public health concerns that overlap 
with other fields and professions, as well as 
awareness of the distinctive facets and needs of 
public health, raising questions such as: 


e How do community-level expressions of 
religion/spirituality affect population-level 
physical or mental health outcomes? 

e What physical and mental health outcomes 
are affected by public health and faith-based 


partnerships? What outcomes are important to 
faith-based groups and how can these also be 
included and assessed in partnership work? 

e How can public health collaborate with 
religious leaders and organizations to ensure 
wise stewardship and protection of the natural 
environment as a foundational source of 
global human health? 

e What is the public health promise of the 
emerging yet sometimes controversial field of 
mindfulness, and how should mindfulness- 
based interventions be tailored to or informed 
by different religious traditions, western as 
well as eastern? 


Likewise, the field of public health is also very 
interdisciplinary, and must be informed by 
insights from other health and human service 
professions, as well as by social sciences, natural 
sciences, and humanities. Therefore, we hope that 
this Network is able to strike a delicate balance: 
On the one hand, we must prioritize the specific 
needs of public health as it works to deepen its 
awareness of religious/spiritual factors. And on 
the other hand, we must simultaneously 
acknowledge and include insights from medicine, 
psychology, and the many other sister professions 
of public health, learning from their theories, 
research findings, and their advances in how to 
systematically and appropriately address 
religious/spiritual factors. In addition, our 
understandings of the nature and dynamics of 
spirituality and religion will also be clarified and 
enriched by engaging fields such as philosophy, 
theology, and sociology. 


It is our pleasure to welcome all continuing and 
new members of this Network in joining us on this 
important journey, where we will learn much from 
each other. We hope this Network will help our 
local and global society to better understand and 
address the power and perennial importance of 
spiritual and religious factors in population health 
and well-being. We expect to publish two issues 
Bulletin issues each year, in the Fall and Spring, 
beginning in Fall 2019. Please aid us by sending 
information about upcoming conferences, useful 
resources, or other ideas you may have for the 
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content of forthcoming issues of the Bulletin. 
(Send emails to: PHRSadm1@publichealthrs.org 


and phrsadmin0@publichealthrs.org) 


Appendix: Founding Members 
(Alphabetical Order) 


Aaron Franzen (Hope college) 

Susan Holman (Valparaiso University) 
Ellen Idler (Emory University) 

Katelyn Long (Harvard University) 

Doug Oman (University of California, 
Berkeley) 

Tyler VanderWeele (Harvard University) 
Joshua Williams (University of Colorado) 
Everett Worthington (Virginia 
Commonwealth University) 
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A Celebration of Religion and Health: Emory University, May 2019 


Ellen IdlerU! 


Editors’ Note: The PHRS Bulletin is pleased to spotlight goings-on in the growing world 
of research, practice, and education on public health, religion, and spirituality. In this 
article, Ellen Idler takes us with her on a visit to this year’s commencement for our field 
at Emory University, one of the US universities with the most well-developed educational 
programs on public health, religion and spirituality. For lists of programs, please see 
our resources page (http://www. publichealthrs.org/resources/). 


mory University is proud 
HE: our coursework and 

degree programs in 
religion and public health offered 
at the Rollins School of Public 
Health and the Candler School of 
Theology. We honored our most 
recent graduates of programs in 
religion and public health in May 
2019 with the second annual 
ceremony in the Wesley 
Teaching Chapel, just prior to 
Commencement (see 
photo). This year we had four 
students who completed 
requirements for the Religion 
and Health Certificate, two who completed the 
MTS/MDiv-MPH dual degree, and four who 
completed MPH or PhD theses in the area. Each 
student spoke about their work and plans for the 
future, and we presented them with a colorful 
Religion and Health stole to wear at 
Commencement. Some of their thesis projects 
included a case study of HPV vaccine perceptions 
and HPV prevention strategies in an African 
Methodist Episcopal Church in _ Georgia; 
interviews with Hilton Humanitarian Prize 
Laureates on burn-out in faith-based humanitarian 
organizations; religion’s influence on minimally 
invasive tissue sampling (MITS) through the 
CHAMPS Network in Bangladesh and Sierra 
Leone; two projects on religion and HIV/AIDS in 
the Southern United States; ethical engagement 
with indigenous populations in Alberta, Canada; 


2019 Emory University Religion and Health Certificate and Dual 
Degree Awardees (photo by Ahoua Kone) 


and a study of abortion attitudes among Protestant 
religious leaders in Georgia. 


Some of the students are going to work in the field, 
and some are continuing in_ doctoral 
programs. We see a bright future for them, with 
meaningful work in communities around the 
globe. Their training in our interdisciplinary 
programs at Emory will enable them to be master 
bridge builders, continuing in a long tradition of 
those who have built bridges between 
organizations in religion and public health, 
beginning at The Carter Center and the Interfaith 
Health Center. And they will be faithful 
translators from one community to another, 
because they will have the respect and credentials 
of both. We send them out into the world with 
great expectations. Please join us in congratulating 
them! 


IDLER a 


Here is a list of the graduating students, their _[1]Ellen Idler, Department of Sociology, Emory 
degrees, and the title of their thesis or dissertation: | University, Atlanta, GA (eidler@emory.edu). 


Charles Barber, PhD, Graduate Division of 
Religion, “It’s Complicated: Religion and the 
HIV/AIDS Epidemic Among Black Same- 
Gender-Loving Men in the South” 

e Elisha Bronner, MPH, Global Health, 
“Understanding and Assessing Impact of U.S. 
Short Term Missions” 

Jessica Dozier, MPH, Global Health, ‘Even 
if I deeply disagree...I’m going to continue to 
love you’: Exploring abortion attitudes and 
pastoral care among Protestant religious 
leaders in Georgia” 

Tyler Fuller, MTS, MPH, Behavioral 
Sciences and Health Education, “African 
American Women’s Construction of Religio- 
Social Identity in Relation to HIV and AIDS” 
e Caitlyn Furr, MDiv, MPH, Global Health, 
“Ethical Engagement with Indigenous 
Populations in Alberta and Beyond” 

Stephen Kim, MPH, Global Health, “Emory 
Religion and Health Summer Institute Needs 
Assessment” 

Ariana Lahijani, MPH, Global Health, “The 
Church as an Agent of Change: A Case Study 
of HPV Vaccine Perceptions and HPV 
Prevention Strategies in an African Methodist 
Episcopal Church in Georgia” 

Leslie Leonard, MPH Global Health, 
“Understanding Staff Burnout and Wellbeing 
Resources in Faith-based Humanitarian 
Organizations and Hilton Humanitarian Prize 
Laureates” 

Katrina Ma, MPH, Behavioral Sciences and 
Health Education, “A Grant to Tailor an 
Educational Intervention Promoting 
Knowledge of HPV and Vaccination Uptake 
in Georgia’s Catholic Churches” 

Ashley Meehan, MPH, Global Health, “It is 
the Will of God:’ Religion’s Influence on 
Minimally Invasive Tissue Sampling (MITS) 
through the CHAMPS Network in 
Bangladesh and Sierra Leone” 
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How I Found Religion and Public Health: A Recent Student Perspective 


Jordan Danielle Burns! 


Editors’ Note: The PHRS Bulletin expects to regularly feature accounts and reflections 
from early career professionals in public health about their discovery, training, 
knowledge, work, and reflections upon spiritual and religious factors in public health. 


eligion is an important element of public 
Rites practice. This first became evident 

earlier in my academic career, but has been 
reinforced throughout my current role as an Africa 
Regional Malaria Advisor for the U.S. President’s 
Malaria Initiative. An interest that started out as 
mere curiosity about other religions and cultures 
first evolved into a path of coursework and skill- 
building, and has now proven quite useful for 
working in a global health development context. 


It took time to make this discovery. As an 
undergraduate student at the University of 
Louisville, I was pre-med with a Biology major 
and Religious Studies minor. My interest in 
comparative religion, as if my dorm poster of 
Buddha quotes wasn’t cliché enough, stemmed 
from a general curiosity about belief systems and 
rituals different from the ones I was exposed to as 
a child growing up in a rural Appalachian 
community. Frankly, the liberal arts nerd inside 
craved the luxury of crafting a class schedule 
where I got to study Evolutionary Biology of 
Disease in the morning and head to The Hebrew 
Bible in the afternoon. After a year abroad in 
Brazil with the program Public Health, Race, and 
Human Rights, I completed a second minor in 
medical anthropology and began leaning more 
towards a career in public health. At this time, I 
also began to notice that religion “showed up” in 
my studies of the health sector more than I had 
expected. Starting with discussions of medical 
ethics and the role of faith healing traditions, I 
soon understood that religion could serve as an 
important source of social support/control/capital, 
and finally as a determinant of health. 


To pursue these ideas further, I completed a 
Master of Public Health degree in Global 
Epidemiology at Emory University’s Rollins 
School of Public Health, and added a Certificate 
in Socio-Contextual 
Determinants of 
Health. While I did 
not graduate for- 
mally from a 
Religion and Public 
Health program, I 
benefited from stud- 
ying at a place where 
these intersections 
were acknowledged, 
studied, and valued. 
My thesis topic focused on factors that influenced 
religious leaders’ perceptions of HIV/AIDS 
epidemic severity using a dataset from the Malawi 
Religion Project. During my studies, I remember 
being intrigued by the 2014 WHO guidance 
around safe and dignified burial protocols which 
required consultation and collaboration with local 
religious leaders and were key to reducing Ebola 
transmission in West Africa. Examples of religion 
and public health impacting one another could be 
found everywhere! Years prior, I sought variety in 
my class schedule to keep my interest; now it 
became apparent that critical public health 
challenges were complex and benefited from 
different domains of study. 


Jordan Burns 


I graduated with my MPH in 2015, and have been 
working since 2016 as a U.S. President’s Malaria 
Initiative Africa Regional Malaria Advisor. Public 
health has been a fulfilling career thus far, in part 
due to its inter-sectoral nature, spanning 
governmental, religious, and other  non- 


BURNS 


governmental sectors. I work with government 
counterparts, other donors, and stakeholders to 
plan and monitor investments in malaria 
prevention and control. Partnerships at community 
and institutional levels enhance those objectives. 
As people of authority, influence, and spiritual 
direction in the community, religious leaders are 
positioned to promote behavior change 
communication. Faith-based organizations play a 
role in service delivery and shaping policies. For 
all these reasons and more, public health 
practitioners must consider problems and 
solutions in a cross-sectoral way, which can 
involve engagement with religious groups. Health 
outcomes are influenced heavily by broader 
systems they operate within. Therefore, 
opportunities that support students to cultivate 
diverse interests can create well-rounded and 
better-equipped professionals. Curiosity about 
other ideas, perspectives, and cultures is what 
initially drew me to coursework around religion 
and public health, but truly valuing the 
contributions of others has become an important 
lesson in professional practice and is essential as 
we all strive to promote health and wellbeing for 
all. 


[1]*Jordan Danielle Burns, Africa Regional 
Malaria Advisor, U.S. Agency for International 
Development — Contractor: Public Health 
Institute/Global Health Technical Professionals 
(jorburns@usaid.gov). 
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Spirituality and Public Health National Student Essay Contest 


Doug Oman"! and Katelyn Long”! 


f special interest to students and faculty 
()rssnes with spirituality and/or 

religion, the fourth annual Spirituality 
and Public Health National Student Essay 
Contest is now underway. The contest is 
accepting submissions through the end of 2019 
(see http://www.spirituality-public-health-essay. 
com/). Since its 2016 launch, the contest has 
awarded $1900 each year to graduate students 
enrolled in public health schools, colleges, or 
programs affiliated with the Association of 
Schools and Colleges of Public Health (ASPPH). 
Prizes are $1000 for First Prize, $600 for Second 
Prize, and $300 for Third Prize. Some years we’ve 
also had funding to print congratulatory messages 
in the American Public Health Association’s 
official newspaper, The Nation’s Health.?! 


Initially launched in 2016 with funding from the 
John Templeton Foundation, the contest aims to 
support several educational and field-building 
goals. Perhaps most directly and importantly, it 
aims to catalyze and intensify student engagement 
in academic and professional exploration of 
religion/spirituality (R/S) and public health. A 
second aim is alerting faculty and reinforcing 
student recognition of the need for increased 
attention to spiritual and religious factors in public 
health curricula. National surveys have 
documented perceptions among public health 
students and school leaders (e.g., deans) of the 
validity and need for such increased attention to 
R/S factors (Oman, 2018a). Third, the contest 
aims to highlight and foster the continued growth 
of evidence on R/S factors and health that already 
includes well over 3000 empirical studies and a 
growing number of books (e.g., Holman, 2015; 
Idler, 2015; Oman, 2018b). Unfortunately, despite 
this evidence base, R/S factors at present remain 
poorly covered in the education of many public 
health students, including nearly half of Oman’s 


(2018a) national survey respondents whose public 
health education had never addressed R/S 
topics.!4! 


This national essay contest was initially organized 
by faculty of schools of public health at Drexel 
University, Johns Hopkins University, the 
University of California at Berkeley, the 
University of Maryland, and the University of 
North Texas, who with colleagues elsewhere have 
carried out the judging. Prize-winning essays, 
listed on the contest website 
(http://www. spirituality-public-health-essay.com/ 
winners/), have been submitted by students at a 
universities that include Emory, Johns Hopkins, 
Loma Linda, the Universities of Arizona, 
California (Berkeley, Irvine), Minnesota, and 
South Carolina. Winning essays have explored 
topics ranging from the relevance of R/S factors to 
the US opioid epidemic or to mental health 
promotion among North Korean refugees, from 
God-focused locus of control among American 
breast cancer patients, to closing India’s mental 
health treatment gap through formal collaboration 
between allopathic and faith-based practitioners. 


Please spread word about this contest, alerting 
public health students and faculty to the existence 
and importance of the emerging field of 
spirituality, religion, and public health. 


Each year we’ ve publicized the contest by sending 
notices to as well as contacts identified through the 
internet at each school’s administration, such as a 
leaders of student services divisions, as well as to 
interested colleagues. Such dissemination has 
generated an increasing number of submissions 
nearly every year, but we suspect that 
dissemination could be much broader. We 
encourage all readers of this article to consider 
sharing through appropriate channels with public 
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health colleagues and public health students (see 
http://www.spirituality-public-health-essay.com/ 

share/). If you have questions, or would like to be 
involved in other ways, or perhaps help organize a 
separate “track” for undergraduate public health 
majors,'*! please feel free to contact the author 


(dougoman@berkeley.edu). 
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Resources & Updates: Fall 2019 


PHRS Staff 


Editors’ Note: This section 


emphasizes resources at the 


intersection of 


religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 


more content, and please send 


new potential 


content to this section 


to: PHRSadm1@publichealthrs.org and phrsadmin0@publichealthrs.org. 


Research 


Editors’ Note: Special issues and special 
sections are issues or sections of a journal 
entirely dedicated to a single topic, 
allowing for more breadth and depth. 
Here we highlight two forthcoming 
special collections at the intersection of 
religion and public health. 


e New/forthcoming Special Issue/section, 
2019: Religions and public health: critical 
insights from religious studies (Blevins, 
ed.), Religions 

e New/forthcoming Special Issue/section, 
2019: The religion variable in community 
health promotion and illness 
prevention (Milstein, Palitsky et al.), Journal 
of Prevention and Intervention in the 
Community 

e New Research, October 2019: An update on 
America’s changing religious landscape, Pew 
Research Center 

e New Research, August 2019: Mental health 
and self-rated health among U.S. South 
Asians: the role of religious group 
involvement (Stroope, Kent et al.), Ethnicity 
and Health 

e New Research, April 2019: Religious service 
attendance, health behaviors and well- 
being—an outcome-wide longitudinal 
analysis (Pawlikowski, Bialowolski et 
al.), European Journal of Public Health 


Articles, Commentaries, Interviews, 
Webinars (newest first) 


e Interview with Dr. Mirfin Mpundu, Director 
of the Ecumenical Pharmaceutical Network in 
the April 2019 Bulletin of the World Health 
Organization: Mirfin Mpundu: accessing 
medicines, fighting resistance (PMC) 

e Webinar of 2019 Emory Conference marking 
the release of the Special Issue on Faith-based 
Partnerships in the American Journal of 
Public Health: Finding common ground: 
partnerships in religion and public health 

e Sandro Galea, Dean of Boston University 
School of Public Health, on Religion and 


Public Health: On religion and public health 


Upcoming Conferences (earliest first) 


e American Public Health Association Annual 
Meeting, November 2-6, 2019: Caucus on 
Public Health and the Faith Community 
sessions 

e Society for the Psychology of Religion and 
Spirituality, March 13-14, 2020 (Denver, CO) 
(Division 36 of the American Psychological 
Association): Online announcement 

e Conference on Medicine and Religion, March 
22-24, 2020: CMR conference website 


Educational and Student Resources 
e Spirituality and Public Health National 
Student Essay Competition, due by January 5, 
2020 (see also article by Oman and Long, this 


issue): Essay Contest Website 
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Editors’ Introduction: Issue #2 in a Time of COVID-19 


N J elcome to the second issue of the Public 
Health, Religion and_ Spirituality 
Bulletin (PHRS Bulletin), published by 
the Public Health Religion and Spirituality 
Network (PHRS Network). When we began to 
develop this issue in January, we never could have 
imagined how differently the world would look by 
the time of publication. While the articles in this 
issue were not initially designed to address 
COVID-19, some of our content unsurprisingly 
evolved alongside our changing world. For 
example, lessons for the current pandemic are 
mentioned by Ellen Idler, John Blevins, and Mimi 
Kaiser in their report on a new online exhibit about 
the Ebola outbreak in West Africa, the critical role 
of the faith community, and its relevance to today. 
Similarly, Tyler VanderWeele and Katelyn Long 
write about the important role of religious 
communities in times of crisis, and our new 
resources article highlights a number of COVID- 
religion-spirituality related resources. 


Weare also pleased to include a number of articles 
that we hope will serve as welcome and engaging 
reads during our extended times in relative 
isolation — as well as providing lasting value. We 
begin with an interview with Jeff Levin, a 
pioneering epidemiologist who has _ studied 
religion and public health for over 30 years, 
published several of the seminal papers in the 
field, and remains passionate about the field and 
its future. Next, Everett Worthington uses both wit 
and candor to describe his journey from 
psychology to becoming a renowned researcher on 
the topic of forgiveness, and his burgeoning 
engagement with public health. Susan Holman, a 
professor of religion and the healing arts, shares 
her insights about ways that public health 
professionals can meaningfully engage historic 
religious resources to inform and deepen modern 
practices at the intersection of religion, 
spirituality, and public health. Each of these 
articles can be read online or printed in PDF 


format either individually or as a whole issue 
(link to PDF]), and please do consider sharing 
these resources with colleagues in your own 
networks. 


In the coming months, the PHRS board will 
convene to review our first two bulletins, the 
growth of the network, and plans for the coming 
year. We welcome your ideas for future articles 
and input about the Network and/or website (see 
our emails below) as we seek to become a 
gathering point for those with interest in public 
health, religion, and spirituality. 


Thank you for being a part of the PHRS network, 
and wishing you and your loved ones well in the 
months ahead. 


Sincerely, 
Kate and Doug 


Katelyn Long, DrPH 
knlong@hsph.harvard.edu 
Coeditor 


Doug Oman, PhD 
dougoman@berkeley.edu 


Coeditor 
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Interview with Dr. Jeff Levin 


Auwal Abubakar," Angela Monahan,”! and Blake Victor Kent!*! 


Editors’ Note: We are pleased to present the second in PHRS Bulletin’s series of featured 
interviews with influential contributors who have shaped the field of public health, 


religion, and spirituality. 


] E present an interview with Jeff Levin, 
PhD, MPH, University Professor of 
Epidemiology and Population Health, 
Professor of Medical Humanities, and Director of 
the Program on Religion and Population Health at 
the Institute for Studies of Religion, Baylor 
University. Dr. Levin contributed many 
pioneering publications in the 1980s and 1990s 
that formulated conceptual foundations for the 
study of religion and health. Dr. Levin was 
interviewed for the PHRS Bulletin by graduate 
students Auwal Abubakar and Angela Monahan of 
U. C. Berkeley, working in conjunction with 
Blake Kent, postdoctoral researcher at Harvard 
University. 


Angela Monahan: In 1987, with Preston Schiller, 
you published the first comprehensive review of 
empirical studies on religion and health. How did 
you get the idea for doing a review like that? 


Jeff Levin: Great question! I was a first year MPH 
student at UNC Chapel Hill in 1982, and I was 
taking a class taught by the late Bert Kaplan, who 
along with John Cassel and Leonard Syme, was 
one of the founding fathers of social 
epidemiology. We did some readings and one of 
them was an unusual study that looked at mortality 
rates broken out by whether people went to church 
or not. I thought this was the strangest thing and 
wondered “Why would somebody do a study like 
that?” But something in me kicked in and I 
wondered if there were other studies out there like 
that. Of course, there was no PubMed in those 
days, so I had to search by hand through the 
National Library of Medicine’s Index Medicus 
that came out every quarter. By the end of the 


semester, I had found about 12 or 15 studies which 
I presented in class and Bert told me I should write 
it up and send it to a medical journal. Thinking it 
would be embarrassing to submit a literature 
review article saying there were only 15 studies on 
the topic, when really there were, say, 20, I went 
back to make sure I had found everything. This 
turned into a wild goose chase that took my 
weekends and nights for most of the next four 
years, and by then, I 
was getting my PhD 
at the University of 
Texas Medical 
Branch in 
preventive medicine 
and community 
health, so this was a 
side project. 


By the time I was 
done, around 1986- 
87, I had found 
somewhere north of 
200 studies in which 
some sort of 
measure of religiousness was used in a 
quantitative analysis in an epidemiology, medical, 
or biomedical paper. Preston Schiller, my co- 
author, was one of my UNC professors. We wrote 
this paper up, sent it in to an epidemiology journal, 
and got a very skeptical response. So we published 
it in the Journal of Religion and Health and, 
naturally, it was well-received there. [see Levin 
and Schiller (1987) — Eds.| 


Jeff Levin 


So that literature review started as a term paper in 
an MPH class, and I use that example to this day, 
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all these decades later. I tell my own students here 
at Baylor that as a student, you can do things, you 
can write a term paper, you can investigate a 
subject, and it can turn into something. You can 
publish it and it can even help create a new field. 


Angela Monahan: Why were some skeptical 
when it was published? How did others react to the 
review? 


Jeff Levin: We had sent the paper to 
Epidemiologic Reviews, the annual review journal 
of AJE, and we got great reviews. One of the 
reviewers was George Comstock, long-time 
chairman of epidemiology at Johns Hopkins and 
former editor of AJE and who had done many of 
these studies, and we got great reviews. The editor 
at the time, whose name I won’t reveal to protect 
the guilty, sent us a two-page, single-spaced 
rejection letter. Usually, when you submit 
something to a journal and it gets turned down, 
you get a paragraph or so of boilerplate. Well, he 
had two pages of commentary on how absolutely 
misguided our paper was, and why would we think 
religion had anything to do with health or 
wellbeing, and that the idea of an epidemiology of 
religion was crazy. He used the word “execrable.” 
I had to look the word up in the dictionary, I 
thought it was a scatalogical reference, at first, but 
it actually means “worthy of being detested, 
abominated, or abhorred.” Not as bad, I guess! 


So, the question of why. A good friend of mine, 
Larry Dossey, a retired internist and popular writer 
on medicine and consciousness put it well. Dossey 
came up with a model of what he called the “Three 
Eras of Medicine.” Era One was about the body 
only, Era Two was mind-body-centered, and Era 
Three, which is ongoing, has folded in 
consciousness or spirit. Back in the 1980s, 
medicine was still in transition from an 
everything-is-biological approach to 
consideration of the mind-body relationship, 
psychosomatic medicine, behavioral medicine, 
and psychoneuroimmunology. Medicine was still 
negotiating that, and here comes a graduate 
student from Texas proposing an article that said 
maybe the mind and body aren’t all there is that 


impacts on health and we need to fold in this other 
dimension, the human spirit, and I think that was 
too much at the time. Nobody knew this research 
existed and, in fact, many people in academic 
medicine were still skeptical over the idea of 
mind-body connections. The idea that our 
behavior, attitudes, and beliefs, had anything to do 
with health, health behaviors, or healthcare use, 
was still considered controversial. 


Angela Monahan: You used the phrase 
“epidemiology of religion” in an early paper but 
have expressed some concerns about that phrase. 
Why? 


Jeff Levin: I just think the phrase has been so 
misinterpreted. To some people who aren’t in the 
public health field, epidemiology is somehow 
synonymous with demography; so, I think people, 
including doctors, interpreted “epidemiology of 
religion” as being about demographic analyses of 
religion. That has absolutely nothing to do with 
what I meant. The phrase to me meant studying 
religion as an independent or exposure variable or 
construct in relation to morbidity and mortality 
rates or measures of health and illness, in keeping 
with the traditional definition of epidemiology, 
and it somehow got construed into being the 
quantitative study of religious behavior. That’s 
something that sociologists and psychologists of 
religion do, which is fine, but that’s not what I 
meant by the phrase. 


We still don’t have enough good population- 
health research on religion. By now, yes, 
thousands and thousands of religion and health 
studies have been published, but most of them are 
not really epidemiologic studies; they’re good 
sociology, psychology, and clinical studies, but 
not as much longitudinal epidemiologic studies 
with case-control or cohort designs, and that’s 
because historically there haven’t been a lot of 
epidemiologists in the field. Most of the earliest 
folks that came into this field were medical 
sociologists or psychologists. Others were 
physicians like Harold Koenig or Dave Larson. I 
was different. I was an epidemiologist, who, 
serendipitously, was originally trained as an 
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undergraduate in religious studies. So I came at 
this issue from a different perspective. In the last 
ten years, another trained epidemiologist has 
entered the field in a big way, Tyler VanderWeele 
from Harvard, who is just tremendous. I feel like 
I’ve finally got a disciplinary colleague, a junior 
colleague, who’s absolutely brilliant and will 
exceed anything that I’ve been able to do. 


Angela Monahan: Thinking about the resources 
and studies you used back then to evaluate causal 
relationships, what has changed since then? 


Jeff Levin: I think three things have changed. The 
first thing is that we now have large scale, 
national, multi-wave population studies in which 
heath and religion variables are included. That 
wasn’t the case back then. Now there are 
wonderful global data sets, like the Gallup World 
Poll, the World Values Survey, and the European 
Social Survey in which there are data available to 
do multi-wave analyses, prospective longitudinal 
analyses, or time series analyses. That’s the first 
distinction. The second, speaking 
methodologically, our bag of tricks is bigger than 
it was back then. When my mentors and I were 
trained, epidemiology used to be about 
manipulating 2x2 tables. With the rise of personal 
computers and statistical packages, you could 
learn how to do logistic regression and all those 
kinds of things. Now there’s more, what with Cox 
proportional hazards modeling and different types 
of more sophisticated multivariable and dynamic 
analytic techniques. There are all sorts of things 
that we can do to get the most out of our data that 
simply didn’t exist back then. So, we have access 
to data, we have a bag of tools to work through the 
data, and we also have — thanks to Harold Koenig, 
especially his Handbook of Religion and Health — 
a bibliographic record of the thousands and 
thousands of studies that have been done. When I 
did my literature review in 1987, I found about 
200-plus studies. By the turn of the century, 
Koenig’s first edition of his handbook had around 
1200 studies. By his second edition ten years ago, 
there were an additional 3,000. There are probably 
10,000 studies now, and people can go into these 
bibliographic listings almost as a database, and we 


could even do meta-analyses and systematic 
reviews based on Harold’s handbook if we wanted 
to.41 


Auwal Abubakar: Can you tell us about how the 
NIH and other key funding agencies have reacted 
to this type of work over the years? What was it 
like in the beginning, and what is it like now? 


Jeff Levin: Well, today this is just a topic like any 
other topic and you can submit an ROI, or any 
other type of grant proposal asking for support for 
health-related research and development. Back in 
the day, the topic was considered so strange that I 
don’t think anybody had ever bothered to submit 
anything to the NIH. In 1990, I got an R29 grant, 
a five-year grant for new investigators. I submitted 
it not through some special RFP or a special 
request, I submitted it as a regular proposal 
through one of the existing mechanisms. As a 
result of my grant and the work of my colleagues, 
Robert Taylor and Linda Chatters also getting 
funded, the NIH decided to convene a special 
conference on the subject. They brought 50 to 60 
people together, commissioned some special 
papers, floated a request for proposals, and created 
an actual mechanism to fund research on this 
topic. Ever since then, it’s been onward and 
upward. Before this, there was no mechanism for 
this. You could propose research on this topic, like 
anybody proposing research on anything else, and 
you would hope that the reviewers who got your 
proposal didn’t think it was too strange. 


I wrote my proposal in 1989, it was funded in 
1990, and I think that was the first empirical study 
that the NIH ever funded on religion and health. 
That’s not the beginning of the story, though. The 
NIH, specifically the National Institute of Mental 
Health, back in about 1980 had published an 
annotated bibliography by Florence Summerlin, 
with something like 1,800 references on the topic 
of religion and mental health. These were books, 
papers, conference reports, and peer reviewed 
articles. This was several years before my 
literature review came out and years before my 
first NIH grant was funded, so clearly somebody 
or somebodies were doing research and writing on 
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this subject and somebody at the NIH apparently 
knew about it, because they published an 
annotated bibliography on decades of this work. 
And to reiterate, this was 40 years ago. 


What’s so fascinating about those early days, and 
I’m sure if you were to talk to Ellen Idler or Ken 
Pargament or David Williams or Harold Koenig or 
a few other people they would affirm this point: A 
lot of work had been done, but the people doing 
the work didn’t necessarily know that other work 
had been done. Hundreds of studies had been 
published, but nobody knew they were there, and 
it took an obsessive graduate student to 
accumulate all of this. Without the bibliographic 
tools that we have now, there was no easy way to 
find out what had been published unless you 
happened to be surveying the journals regularly. 
The NIH didn’t jump on this topic until the 1990s, 
but they knew about it in the 1970s, apparently, 
when they compiled the religion and mental health 
annotated bibliography. The American Medical 
Association even had a committee on medicine 
and religion, dating to the 1960s, if I recall, so the 
subject must have been on some folks’ radar, but 
that doesn’t mean that active researchers were 
getting studies funded. 


Auwal Abubakar: While most of your writing 
has been theoretical or empirical publications for 
professional audiences, you’ve also written for 
broader audiences, as you did in your book, God, 
Faith, and Health (2001). Why did you write 
about faith/health for a broader audience? 


Jeff Levin: That’s a great question! In 1997, I had 
been teaching medical school. I left academia, and 
was kind of getting burnt out from just doing 
academic biomedical science and producing work 
maybe 50 people would read. I thought that this 
work was very important, I thought the field was 
very important, but at a certain point, I felt, it 
needed to reach a broader audience — it needed to 
enter the public consciousness, if you will. While 
there had been excellent academic books on the 
topic, I thought there was a need for a popular 
book, so I wrote God, Faith, and Health. 1 think a 
lot of us who are in the academic world become so 


focused on the narrow, discrete issues involved in 
our own research, that we lose sight of the bigger 
picture and lose sight of the importance of 
communicating what it is we do to the broader 
audience. 


As I’ve gotten older, I’m thinking about these 
things more. What do I want to leave behind? I’m 
happy to leave behind 200-plus academic papers, 
or whatever number I’m up to, but I’d also like to 
leave behind works that can communicate this 
information, not just to scientists, psychologists, 
doctors, and religious scholars, but to lay people 
and to educated general audiences, because I think 
the topic is fascinating and it needs a broader 
airing. A lot of academics write popular books, 
and psychologists especially have done well in 
communicating psychological concepts to the 
general public. Sociologists have done this less so, 
but epidemiologists and _ public health 
professionals hardly do it at all.! I think it’s a 
shame, especially social and __ behavioral 
epidemiologists, because the work that we do is so 
fascinating and so applicable to people’s lives. I 
wish Len Syme or Lisa Berkman or Sherman 
James or George Kaplan, or others, would write 
popular works summing up the research they’ ve 
done throughout their career. I think that would be 
fabulous and do a lot of good. 


Auwal Abubakar: Did it feel like a big change to 
write for a broader audience? 


Jeff Levin: I think where the challenge came in 
for me was learning how to translate from the 
academic voice into a voice for the broader 
audience, but this was a wonderful challenge and 
it has helped me immeasurably over the years as a 
lecturer. I think for all of us who are academics, 
especially academic biomedical scientists, it is in 
our best interest to take a step back and find ways 
to put into language what it is that we do so that 
people who aren’t scientists can understand. Not 
only would this be helpful from an “evangelistic” 
standpoint, if that’s the right word, but it also helps 
our own clarification for ourselves of what it is 
we’re doing. I’m still doing this, by the way. My 
latest book, Religion and Medicine [Levin, 2020], 
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is due out with Oxford University Press this 
spring, and is aimed at a wide audience of both 
academics and the general public. 


Angela Monahan: You recently co-edited the 
first ever special section on religion in the 
American Journal of Public Health. How was that 
whole experience? 


Jeff Levin: That was a lot of fun! Ellen Idler at 
Emory took the lead and then I was involved along 
with Tyler VanderWeele and the head of the 
Islamic Relief, Anwar Khan. Editing a special 
issue of a journal is almost like editing a book, 
except that you’re soliciting papers and you don’t 
know what’s going to come in the door. There was 
a review process to take care of, then we did some 
of our own writing. It was so exciting because 
there have been thousands of studies published on 
this topic and they’ve appeared all over the 
literature, but to have the pre-eminent public 
health journal in the world give it’s official 
imprimatur, for the editor-in-chief of AJPH to say 
that we’re going to devote a section to the subject, 
has helped to broaden the platform for this work. 


I read Len Syme’s interview that he did for the last 
issue and one of the questions directed to him was, 
“Are clinicians more open to this topic than public 
health people?” and the answer historically is yes, 
absolutely. Public health professionals tend to be 
more secular or skeptical of faith issues and more 
politically progressive, which, at times, we must 
admit, has gone hand in hand with anti-religious 
attitudes. The AJPH special section is historically 
significant because, we hope, it opens the door to 
more people submitting to AJPH in the future and 
to other public health and global health journals. 
That’s would be an exciting development, and 
long overdue. Within academic medicine this 
topic is becoming more mainstream. Papers have 
been published in JAMA, in Archives, in Annals, 
and all the major medical journals for many 
decades. But until now, this has not yet been a 
topic that is widely broached and debated within 
public health circles. So I think by opening up 
AJPH as a potential publishing outlet, it does a lot 
of good. 


Angela Monahan: The section focused on faith- 
based partnerships rather than on the evidence 
base or on causality. Why? 


Jeff Levin: Well, from the standpoint of the 
special issue, the editor just wanted us to find a 
way to broach the topic of religion or faith in a way 
that would be professionally relevant and more 
easily assimilated among public health scientists 
and practitioners. So we made the topic about 
partnerships with faith-based organizations for 
purposes of disease prevention and _ health 
promotion...who’s against that? The aim of the 
special issue was to talk about the substantial 
literature of evaluation studies of programs that 
involve partnerships between faith-based 
organizations and public health agencies, which is 
of direct relevance to the delivery of public health 
and the practice of preventive medicine and health 
promotion. I think we can appreciate that if we 
want to reach people, especially underserved 
communities, we should try to reach them through 
the institutions in which they are most involved, 
so these sorts of partnerships and alliances make 
sense for public health. This is a productive way 
to broach a connection between faith/religion and 
health, especially for this audience, rather than 
going full bore into a theological space or 
discussing controversial studies of distant prayer, 
for example. Over the years, AJPH has published 
some good epidemiologic studies, like the famous 
study by Strawbridge using Alameda County data 
to look at the effects of religious involvement on 
longevity. Additionally, Jeremy Kark published a 
paper on religion and mortality rates in Israel years 
ago. So, AJPH has published research on this 
topic, but not often. For the special issue, I think 
we made the right decision to focus on 
interventions and programs. This was a way to 
help ease the subject of religion into public health 
discourse without alienating people. 


Auwal Abubakar: What are the major obstacles 
to growth in this field? And also, what has most 
surprised you in how the field has evolved? 


Jeff Levin: I think a major obstacle is really the 
same obstacle that’s been there since the 
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beginning; it’s the same obstacle that hampers a 
lot of research in Western biomedicine, and that’s 
a reticence to think outside the box and to think 
creatively. It’s much easier to color within the 
lines and fill in the blanks than to push the 
envelope. There’s so much wonderful work being 
done, but there always needs to be a few people in 
any field that are the ones asking “what comes 
next, what are the other important questions?” 


In recent years there have been some really 
fascinating studies on religion and _ health 
published, and I would love to see them become 
more prevalent. For years I’ve been saying, 
publicly, that I’d love to see the independent 
religion variables get “softer” and the dependent 
variables get “harder”. By that I mean so much of 
the work has been about hard behavioral measures 
of religiousness or spirituality. How many times 
you go to church? Do you do this, do that? How 
often do you pray? Do you believe this or that? 
The outcomes, in turn, have been more subjective 
measures of well-being or overall health. Nothing 
wrong with any of this, of course. But I would like 
to see more of an engagement of the inner spiritual 
life of people, in terms of concepts like 
transcendence, one’s connections with God, born- 
again experiences, spiritual _— states = of 
consciousness, meditation, and so on. Things that 
are a little less amenable to easy quantitative 
counts. 


At the same time, I’d like to see more dependent 
variables assess inside-the-body processes: for 
example, immune system markers and other 
physiological, pathophysiological, and 
psychophysiological outcomes; also more studies 
of cause-specific mortality rates. This is where I 
think this field should go. I would also like to see 
more of an explicit link-up with contemporary 
understandings from molecular biology and 
genomics. That’s where the excitement is for me: 
thinking about how = spiritual states and 
experiences impact on really harder physiological 
measures of health status or physical functioning, 
and vice versa. I hope I’m around to see the field 
evolve in this way. 


This interview with Dr. Levin took place on 
January 27, 2020, via telephone. The transcript 
has been edited for clarity and brevity. 
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Religious communities and love of neighbor in times of crisis 


Tyler VanderWeele!! and Katelyn Long!”! 


r Vhe present coronavirus crisis underscores 
the profound interconnectedness of 
religion, spirituality, and public health. For 

example, one of the most pronounced features of 

the pandemic has been restrictions on social 
gatherings, including those of _ religious 
communities. For many, the inability to gather 
with their religious communities has been an acute 
loss during this pandemic, especially for those 
from religious and spiritual traditions accustomed 
to gathering in physical locations such as 
mosques, temples, synagogues, and churches; 
gatherings which are often understood as a means 
towards spiritual goods and/or communion with 

God. Indeed, empirical evidence also bears out the 

unique contribution of participation in religious 

services to increased health and well-being 

(Koenig et al., 2012; Idler, 2014; VanderWeele, 

2017). How then ought religious communities 

navigate the competing goods of gathering 

together and protecting physical health? 


Such questions, while perhaps unusual for some in 
public health, are genuine and valid among a wide 
range of religious and spiritual communities and 
of relevance to public health more generally 
(Oman, 2018). Thoughtful consideration of these 
competing goods requires reflection. Gathering in 
groups amidst the present pandemic not only risks 
one’s own physical health, but potentially that of 
one’s community, country, and even, the world. 
Because COVID-19 is an infectious and highly 
contagious disease, there is more at stake than 
one’s own health. It is in these circumstances that 
the widely shared religious principle of love of 
neighbor arguably leads to the temporary 
suspension of religious gatherings (VanderWeele, 
2020). Of course, foregoing these gatherings will 
undoubtedly be experienced as a time of trial and 
potentially decreased spiritual wellbeing for 


many; difficulties that must not be overlooked or 
minimized. 


Yet, in the midst of extended periods of isolation 
from one’s religious community there may be 
other opportunities for spiritual growth; for 
example, spiritual reading, prayer, offering 
difficult and painful circumstances to God or a 
higher power, or family religious ritual and 
practice. There are also a number of virtual 
resources such as online services, prayer 
gatherings, confession, or guided study of sacred 
texts. Empirical evidence also suggests a variety 
of mechanisms by which religious services affect 
physical health and longevity (Li et al., 2016; 
Morton et al., 2017; Kim and VanderWeele, 2019) 
including social support and _ connection, 
promotion of healthy lifestyles, meaning and 
purpose, hope, and forgiveness. Even amidst 
social distancing, there are a variety of ways that 
one may engage in activities that promote these 
ends, and help mitigate the effects of suspended 
religious gatherings. Examples include phone or 
video calls with friends, family, or members of 
one’s religious community, and reflecting on what 
is most important in life, one’s source of hope, or 
on relationships which may need forgiveness and 
reconciliation. 


Of course, there are reasons to believe that the 
meaning derived from religious services will only 
ever be partially fulfilled by online options and 
isolated activities (VanderWeele et al., 2017). But, 
for many, the losses are endured for the sake of 
love and to preserve the life of others. The 
suffering experienced by religious communities 
can bring new growth, a greater hope, a refined set 
of commitments and purposes, and an empathy 
oriented towards sharing the suffering of others. 
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As the crisis lingers, religious communities should 
also prepare for the way religious gatherings may 
need to adjust to social distancing requirements 
that remain beyond formal lock-downs. Such 
strategies may include gathering in smaller 
groups, holding meetings throughout the week to 
distribute crowds, enhancing the cleanliness of 
facilities, or providing protective gear to 
vulnerable members of the community. Religious 
communities can also advocate for better data to 
help policy makers make informed decisions 
about the best courses of action to pursue in this 
and future crises (Pearce et al., 2020). Finally, 
when this crisis subsides, every effort should be 
made to fully restore the vibrant, in-person, life of 
religious communities, for which there yet appears 
to be no perfect substitute (VanderWeele et al., 
2017). 


Editors’ Note: A series of reflections on 
religion and health during the COVID-19 
pandemic are available in a new special issue 
of the Journal of Religion and Health (link 
here), including an expanded version of this 
article (VanderWeele 2020). Our updated 
resources section also includes a variety of 
links to materials intended to help religious 
communities navigate the process of re- 
opening, e.g., the CDC webpage for 
community and faith-based organizations and 
Emory University Interfaith Health Program 
COVID-19 Resources for Faith Communities, 
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Ebola and COVID-19: Lessons from and for the Faith Community 


Ellen Idler, 4! John Blevins,2! and Mimi Kiser!#! 


not-so-distant mirror of the current 
Anton is provided by the 2014-2015 

West African Ebola outbreak. We the 
public now have an easy way to inspect this Ebola 
mirror and ponder its lessons. As of Thursday 
February 6, 2020, the Centers for Disease Control 
and Prevention (CDC) has launched an online 
digital version of its acclaimed Ebola outbreak 
exhibit, previously on physical display in the 
CDC’s David Sencer Museum in Atlanta during 
2017 and 2018. The digital project, a joint effort 
of the CDC with students, faculty, and staff of 
Georgia State University and Emory University, 
has catalogued every object and installation in the 
original exhibit, and includes additional materials 
such as interviews with actors in the medical, 
public health, and faith communities of Liberia, 
Sierra Leone, and Guinea. You can access the 
digital exhibit here: http://cdcmuseum.org/ 


At the February digital launch event, one of the 
CDC scientists who led the Ebola response spoke 
about her pride in the museum’s exhibit, and how 
much she had enjoyed giving occasional tours for 
visitors. She also mentioned that one of her 
favorite parts of the exhibit was the section about 
the faith communities that had played such a 
pivotal role in the epidemic. At the start of the 
epidemic, funerals for those who had died of the 
virus were often a serious source of contagion, as 
relatives and loved ones prepared the body for 
burial in the traditional way, often with close 
contact. 


Representatives of Islamic and Christian groups 
responded to burial contagiousness by playing an 
important role in revising the World Health 
Organization’s guidelines for “safe and dignified” 
burials that would be acceptable to bereaved 
families who needed to honor their dead, and at the 
same time to be safe. Revising the guidelines was 


CDC Museum exhibit showing annotated 
Bible and Quran used at Focus 1000 meeting 
of faith leaders, Sierra Leone. 

Photo Credit: Ellen Idler. 


a first step, but getting the message to individual 
imams and pastors throughout the affected 
countries was an additional challenge. In Sierra 
Leone, a national faith-based organization called 
Focus 1000 met this challenge. Founded by 
Mohammad Jalloh, a pediatrician who had worked 
for a number of years with the World Health 
Organization, Focus 1000 had already established 
local groups of Christian and Muslim faithful in 
every district in Sierra Leone before the 
outbreak. These groups—the Islamic Action 
Group (ISLAG) and the Christian Action Group 
(CHRISTAG)—disseminated the guidance 
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developed by the Inter-religious Council of Sierra 
Leone to local communities. In a _ two-day 
meeting, leaders from the Inter-religious Council 
searched the Quran and the Bible for teachings 
that would be relevant to a time of epidemic. The 
CDC exhibit displayed one of the Qurans and one 
of the Bibles that had been used by the religious 
leaders at the meeting, complete with post-it notes 
and handwriting in the margins. (One is able to 
see, for instance, the word “quarantine” written 
beside an underlined text, visible in the photo and 
also on the CDC site). Those passages became the 
basis for sermons, khutbahs, and lessons that could 
be distributed to all faith communities, from 
national to regional to local mosques or 
churches. The interfaith meeting took place in late 
2014, at the very peak of the epidemic, concurrent 
with the release of the revised guidelines for safe 
and dignified burials. Three weeks after these 
events, there was a rapid decline in cases. The 
faith community’s actions, which in the early 
stages had been an accelerant for the epidemic, 
then became an important — braking 
mechanism. You can read more about these 
events here: 
https://ajph.aphapublications.org/doi/10.2105/AJ 

PH.2018.304870 


Today we are in the midst of another epidemic, 
this one much closer to home. Once again, 
religious gatherings and funerals have shown 
themselves to be sources of transmission of the 
virus. There has been some tension, covered 
heavily in the press, between public health 
messages and religious leaders, some of whom 
have refused to cease holding large gatherings for 
services. Fortunately — and despite the wide 
coverage — this is not what most religious leaders 
in the US are doing. There is a multifaith 
Facebook group for clergy that has over 7000 
members as of this writing on May 19 and is 
growing daily. It is filled with messages of 
encouragement and technical advice for clergy 
coaching each other on how to use Zoom for 
Sunday School, or writing liturgies for their online 
services, and considering ahead of time the 
funerals they will almost surely have to 
perform. These clergy are funny, sad, thoughtful, 


and sincere in their desire to keep their 
congregants safe — none of them are disregarding 
the advice of the CDC on physical distancing and 
handwashing. They are doing their best to promote 
safe practices. Moreover, they are focused on 
caring for the needy and vulnerable in their 
communities and being a source of support to each 
other. The message of conflict between religion 
and public health (science) is unfortunately a 
common narrative, but it’s not the one we should 
be hearing at this time. 


The Interfaith Health Program of Emory 
University is mounting an extensive web site for 
resources by and for faith communities, to support 
their efforts in their congregations and 
communities. Our main website can be accessed 


here: http://ihpemory.org/ 


We welcome submissions! Please use the online 
submission link below to contribute your 
“COVID-19 Resources for Faith Communities” 
documents, web sites, and other materials, which 
will then be catalogued and posted — we know the 
readers of this newsletter will have a lot to offer. 
Just submit a link or document and it will be 
catalogued and posted after being assessed for the 
soundness of the content: 
http://ihpemory.org/covid-19-resource- 
submission/ 


[1] Ellen Idler, PhD, Department of Sociology, 
and Director of Religion and Public Health 
Collaborative, Emory University, Atlanta, GA 
(eidler@emory.edu). 
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Health, Emory University, Atlanta, GA 
(jblevin@emory.edu). 

[3]- Mimi Kiser, DMin, MPH, RN, Rollins 
School of Public Health, Emory University, 
Atlanta, GA (mkiser@emory.edu). 


Public Health, Religion, and Spirituality Bulletin 
Spring/Summer 2020, Issue 2, pp. 15—19 

[Online 7 Mar. 2020, Article A008 * ISSN 2689-7024] 
https://publichealthrs.org/a008/ 


15 


Dancing with the Stars 


Everett L. Worthington, Jr! 


Editors’ Note: In addition to interviews with senior scholars and other features, the 
PHRS Bulletin includes personal essays written by field leaders and other key 
contributors. Here, Dr. Everett Worthington uses both wit and candor to describe his 
journey from psychology, to becoming a renowned researcher on the topic of forgiveness, 
to burgeoning engagement with public health in his late career. 


in-public-health dance. Sometimes I stand 

around awkwardly wondering who, if anyone, 
will dance with me. At other times, 
I feel like someone who wandered 
onto the set at Dancing with the 
Stars (DWTS) and found himself 
being schooled by twice-winning 
DWTS pro, Cheryl Burke. Okay, I 
did participate on the traveling 
road show for DWTS about ten 
years ago. My partner, who was 
actually the talent in our duo, and I 
unfortunately didn’t win. We were 
stomped by two ten-year olds—a 
real blow to my fragile sense of 
self-esteem. I needed some 
schooling. 


| come late to the religion-and-spirituality- 


This Reaches Back in Time 


I graduated with my PhD in 
Psychology (Counseling) back 
about the time dirt was discovered and the Julian 
calendar was conceived. 1978 if you must know. I 
joined the faculty in Psychology at Virginia 
Commonwealth University (VCU) immediately 
after graduation, and stepped into an ideal job— 
initially teaching counseling theories, counseling 
practicum (and supervision), intro to psych, 
personal adjustment, and adolescent psychology. 
My department chair in 1978 was Bill Ray, a 
statistician. When I said, “Bill, I haven’t even 
taken a course in adolescent psychology,” there 
was the briefest pause. Then “Well, you were an 
adolescent weren’t you.” Bill did not have a keen 
sense of empathy. 


April Dawkins Warren and 
Ev Do a Demonstration 


Armed with my posh $14K 9-month salary, it was 
still a grueling 3-3 load to start, with three more 
courses in the summer at about $1000 each. 
Publishing wasn’t the same back 
in the day when we walked uphill, 
both ways, in the snow ... (well 
you’ve heard that story often). We 
had punch cards for data analysis 
and one run per 24 hours. A typo 
on a single card resulted in no 
results. 


Practice, Practice, Practice 


I was seeing clients for my 
licensure. I eventually 
accumulated enough hours by 
1982 to become licensed, and I 
opened a part-time after-working- 
hours private solo-practice. Back 
in the 1982 to 1989 era, I did a lot 
of practice. I directed VCU 
Department of Psychology’s training clinic for 
Counseling Psychology, the MidLife Counseling 
Center. We had a clientele of community folks. 
The sign was in front of our building, and quite a 
few psychotic folks lived in the park cattycorner 
from our building. They walked into my office 
almost daily. I had to hospitalize many and saw 
more psychopathology then than even when I was 
in the Navy. (I’m not sure, but perhaps Facebook 
has now surpassed that experience.) 


I supervised two assistant directors and four 
doctoral students’ practicum psychotherapy. That 
got me a single course release, as did being clinic 
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director—reducing my load to 2-2. And as part of 
my private practice, I served as clinical director 
and supervisor for a general Christian counseling 
agency and a secular rehabilitation counseling 
agency. (One winter day, one of the rehab clients 
tried to pass off a urine sample that was about 33 
degrees Fahrenheit as a fresh sample. Hey, I was 
naive in those days, but not that naive.) 


In 1988, managed care came into Virginia—at 
least into my practice—and the paper work in 
those early days was prohibitive. So, in 1989, after 
one year of treatment plans every four sessions, I 
was asked to be director of undergraduate studies 
in psychology. (We have about 1600 majors, so 
that promised to keep me off the streets and out of 
trouble.) I jumped at the job. I closed my private 
practice to focus on research, teaching, and 
administration. 


I Actually Did Have a Research Career— 
Really! 


My counseling and psychotherapy experiences 
have served me well. Besides publishing a fair 
amount of basic research over the years in Social 
Psych, Personality Psychology, Developmental 
Psychology, Health Psychology, Psychology of 
Religion, and more basic BioPsychology, I never 
got over my desire to help people through 
intervening with psychological interventions. I 
still seem to publish more basic psychology than 
applied psychology, but I also still have a heart for 
interventions to promote forgiveness, humility, 
and other virtues, religiously accommodated 
treatments, and the hope-focused couple 
approach. 


About 1983 or 1984, I was bitten by the 
forgiveness bug. I was supervising Don Danser, an 
advanced doctoral student by then, and he was 
doing couple therapy, which was the type of 
therapy I found I liked best. I also love 
psychoeducational groups as well. That particular 
day, I asked Don why a particular couple wasn’t 
getting better. (In my arrogance, I couldn’t 
understand how they could be using the Hope- 
Focused Couple Approach and not getting better. 


Don, the soul of tact, said, “I don’t know. They can 
do all of the conflict resolution, communication, 
and intimacy development that the Hope-Focused 
Approach teaches...” (Thank you, Don, that was 
the correct answer. You shall receive your PhD— 
eventually.) “...But they just hate each other. They 
have all of these grudges that they have nursed for 
20 years.” 


“Well,” I said, “then we need to create an 
intervention to help them forgive each other.” 


Don swallowed his bubble gum (or would have if 
he’d had any bubble gum). Those days were not 
all that welcoming to Religion and Spirituality 
(R/S)—even in therapy. (I can almost hear 
shocked gasps emitted by readers.) Forgiveness, 
even though we were working with a secular 
couple in a secular counseling venue, was largely 
considered religious. So, Don’s response was, 
“Can we do that in a state university?” 


“Sure we can. I’m the supervisor.” A pause. “We 
won’t tell anyone.” 


So, Don and I sat there in a supervision hour and 
developed a forgiveness “intervention.” In the 
next session we planned to ask (and by “we” I 
mean Don) whether the partners might think that 
forgiveness was an issue in their relationship. This 
really invited troubled couples to think, Sure!! HE 
(SHE) needs forgiveness for all the things he’s 
(she’s) done.” So we expected hearty agreement. 
Then, in the old switch-o-change-o of couples 
therapy, we (and we’re talking Don—much too 
dangerous for a supervisor to do this) would say 
the switch. “Okay, so this week, I’d like each of 
you to think of the many ways you’ve hurt and 
disappointed your partner over the years. Next 
week we’ll allow you to confess those and seek 
forgiveness for them.” 


The intervention worked marvelously, and I 
taught it to Fred DiBlasio, a PhD in Clinical Social 
Work colleague whose Christian counseling 
agency I was supervising. Finally, in 1989, after 
trying it in my own practice with many clients and 
having Fred and numerous supervisees try it, I 
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wrote it down in an article (Worthington & 
DiBlasio, 1990). Getting it published was another 
adventure in those days—the Journal of Marital 
and Family Therapy liked it, but wanted us to 


remove the offensive religious language— 
“forgiveness’—and call it “forgetting.” We 
demurred. They rejected. Psychotherapy 


published it in 1990—with the offensive F-word 
(in the title no less). 


Let the Research on Forgiveness Begin 


Mike McCullough entered our doctoral program 
in the fall of 1990, just as the Worthington and 
DiBlasio article came out in August 1990. He 
named forgiveness as his drug of research choice. 
He was most interested in the social psychology of 
forgiveness. However, we did publish a one-hour 
intervention to promote a decision to forgive and 
later an 8-hour intervention to promote emotional 
forgiveness. Right after Mike, Steve Sandage also 
was interested in interventions, and we published 
a group treatment (and eventually the book, 
Forgiveness and Spirituality in Psychotherapy: A 
Relational Approach; Worthington & Sandage, 
2016). Jen Ripley followed shortly after, and Jen 
was interested in the Hope-Focused Couple 
Approach (see www.hopecouples.com) and we 
integrated much emphasis on forgiveness and 
reconciliation in that approach. 


Sneaking through the Back Door into 
Public Health 


Our current public health-related work. The 
intervention research on forgiveness, using the 
REACH Forgiveness model, has caught on, and 
over 30 randomized controlled trials have been 
published at this point. In fact, we are conducting 
a multinational randomized controlled trial funded 
by the Templeton World Charity Foundation 
(TWCF). Man Yee Ho from Hong Kong, is PI. 
Tyler VanderWeele (Harvard) and Maya Mathur 
(Stanford) and I are supportive characters testing 
REACH Forgiveness—in a two-hour workbook 
format—in Hong Kong, Indonesia, Ukraine (two 
sites), Colombia, and South Africa. If we succeed 
at the project, several things will happen. (1) 


About as many participants will go through the 
REACH  Forgiveness—see Worthington and 
Sandage (2016)—workbook trials (3000 or more) 
as have participated in forgiveness interventions 
of any kind by any investigator since the study of 
forgiveness began. (2) The workbooks have been 
translated, and they will be publicly available in 
English, Spanish, Mandarin, Cantonese, Russian, 
Ukrainian, and Indonesian. They will be available 
to about two-thirds of the world’s population 
without cost in their native language. (3) Because 
forgiveness has been found to be directly related 
to better physical health, mental health, 
relationships, and spirituality (and mental health, 
relationships, and spirituality all have been found 
to have having indirect impacts on physical 
health), this is a large-scale public health study. 


Where did the public health and religion work 
start germinating? But, the TWCF grant has 
another goal, and it is even more directly related 
to public health. We test in each of those six 
locations, a public awareness-raising campaign. 
Awareness-raising campaigns about forgiveness 
to help an entire community have been tested 
several times. For example, a _ forgiveness 
awareness campaign was first tried and found to 
be helpful at John Brown University (Lampton et 
al., 2005) and later at Asbury University (Stratton 
et al., 2008). In 2008, I applied to Fetzer Institute, 
which had a larger grant-making presence then 
than now, to fund a project on a public health 
campaign to promote forgiveness in Christian 
colleges and universities, and it ran 2009-2011. 
Eight Christian colleges (and one secular state 
university) participated. The idea was to flood a 
community with messages about the importance 
of forgiveness and the availability of interventions 
to promote forgiveness. The impact on health was 
assessed. Our strongest (methodologically) public 
health intervention was at Luther College (funded 
under the Fetzer initiative), and the result was 
published in The Journal of Positive Psychology 
(Griffin et al., 2019). Building on_ these 
experiences, the TWCF-funded project’s public- 
awareness campaign has three goals: (a) to define 
forgiveness as two types—a decision to treat the 
offender better and an emotional transformation; 
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(b) to raise awareness of the physical health, 
mental health, relationship, and spiritual benefits 
of forgiveness; and (c) to show that no-cost 
interventions are publicly available (see 


www.EvWorthington-forgiveness.com). 


These efforts on forgiveness research have eased 
me in the back door of public health research. In 
1996, my mother was murdered (for the account 
of my experiences with coping with the grief and 
forgiving the young man who killed her, see 
Worthington, 2003). That experience unsettled me 
and set me searching for meaning, and in the next 
six months, I arrived at a new mission in life: to do 
all I can to promote forgiveness in every willing 
heart, home, and homeland. So, the homeland 
target has been a large one. It has led to lots of 
efforts—like going to Singapore and speaking to 
all of the Family Court justices and all of the 
police who were not actively out on duty. It also 
has led to many consultations with national 
organizations. It has led me to try to work with the 
Christian churches, not limited to any particular 
denomination, to help promote forgiveness with 
religious folks. It has led to studying forgiveness 
in other countries, including Ghana (using a 
Christian accommodated intervention), the 
Philippines (also using a Christian accommodated 
intervention), and India (using a_ secular 
intervention but with people who were largely 
Hindu adherents). 


Incorporating Public Health into My 
Professional Identity—and Inviting You 
to Make It Part of Your Identity, If It Is 
Not Already 


But it really was an invitation to speak at 
Harvard’s School of Public Health by Tyler 
VanderWeele that got me thinking more broadly 
of the public health potential of forgiveness 
interventions. That was my formal introduction 
into public health circles. 


I started this little reflection talking about standing 
around a bit awkwardly in the public health dance. 
Thankfully, that feeling didn’t last long. The 


public health and religion community is a 
welcoming community, and perhaps readers of the 
newsletter who are not trained in public health can 
benefit by my experiences of being welcomed in. 
The people are warm and inviting, and most of my 
awkwardness has come from not being fully 
familiar with the research literature and statistical 
methods as Iam becoming. To get current with the 
research findings, I purchased Doug Oman’s 
(2018) fantastic review of the literature in the 
field, Why Religion and Spirituality Matter for 
Public Health: Evidence, Implications, and 
Resources (Cham, Switzerland: Springer 
International). Just perusing the contents makes 
me feel smarter. (Yes, I know that’s an illusion or 
perhaps delusion.) Reading the chapters got me 
feeling up to speed on the content of the subfield 
of religion and spirituality in public health. I must 
admit, of course, that the stats border on a mystical 
experience for me. The stats used in public health 
are not the ones typically used in experimental or 
clinical psychological science. So I still have some 
moments in which I feel like a beginning grad 
student, reading and understanding the intro, 
method, and discussion of articles, but in the 
results, well, those things can sometimes call to 
mind the American favorite, Charles Schultz’s 
comic-book character, Charlie Brown. Charlie 
Brown’s response to his teacher, Miss Othmar, is 
like the results can sound to me: ““Wah, wah, wah.” 
But keeping up with the latest stats is always a 
challenge in any part of psychology, and public 
health, it seems, is no different. So, I’m working 
to become a back-door R/S-and-public-health 
contributor. But it might take a while. Meanwhile 
I can enjoy the welcoming demeanors of the 
colleagues I interact with and the new places we 
travel to, together. 
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Editors’ Note: In addition to interviews with senior scholars and other features, the 
PHRS Bulletin includes personal essays written by field leaders and other key 
contributors. Here, Dr. Susan Holman describes her background as a historian of 
religion, providing numerous resources, tips and reflections on how religious history can 
contribute to the growing field of religion/spirituality and public health. 


that considered it a privilege to be able to live 

in one of Boston’s wealthier suburbs. This 
“privilege” encompassed what we now call the 
social determinants of health: excellent public 
schools, easy public transportation, safe housing, 
clean water, good neighbors, and nearby medical 
facilities of world-class excellence. My parents’ 
relative poverty, employment limits on “sick 
time,” and daunting health insurance deductibles 
severely limited affordable health care access— 
with no dental insurance at all—but we got by. My 
parents’ concern to see their children “succeed” 
meant that I felt pushed from an early age to study 
the sciences, even though I much preferred 
reading and creative writing—especially historical 
stories—from the time I could hold a pencil and 
open a book. Following undergraduate studies in 
nutrition and psychology with a biology minor, I 
was accepted into a _ rigorous _ dietetic 
internship/Master’s program that included 
clinical, health communication, and public health 
rotations, at Tufts’ Friedman School of Nutrition 
Science and Policy. My first job out of graduate 
school was in an urban community health center, 
non-stop counseling low-income families on 
maternal-child health, while writing my first 
serious book, a nutrition text for nursing students. 
Although I cared about health inequities and the 
human face of poverty, I was quickly bored—and 
soon burnt out—by the perpetual process of telling 
people what to eat. My escape reading on evenings 
and weekends was in religious history, soon 
diving into little-known texts about religious 
responses to poverty, illness, and hunger in Late 
Antiquity. Eventually I quit clinical work, took a 


[om up in a Protestant, working-class family 


part-time hospital job in medical writing and 
editing to pay the bills, and went back to graduate 
school to follow what was, I then knew, my real 
vocational passion, for scholarship and writing in 
religious history. Further graduate studies at 
Harvard Divinity School and my doctoral work at 
Brown focused on fourth-century Greek Christian 
sermons on poverty, hunger, and disease. The 
texts were largely unknown because theology 
scholars cared little for their focus on everyday 
social details, and 
health science 
readers ignored 
religious texts 
entirely, especially 
those in a foreign 
language. 


From the start, my 


interest in these 
narratives invited 
broader questions. 


For instance: How 
might these voices’ 
obvious commonalities between past and present 
social injustices relate to faith-based responses to 
health and welfare in today’s world? Where did 
this ancient history continue to influence health 
beliefs and service practices into the present—for 
better and for worse? While modern medicine may 
all too often frown at or scorn any mention of 
religion in the health sciences, how might the 
study of such religious history contribute 
positively to modern public and “global” health 
concerns? And how do we respect the “voices” of 
ancient texts and cultures in a way that avoids 
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uncritical, anachronistic, or purely instrumental 
“use” or “application”? Narratives that were 
written in the distant past but are still read today, 
that is, never offer a neat ethical Bandaid but are 
rather a complex and even dynamic construct of 
intersecting relationships. This is especially true 
of ancient narratives rooted in faith traditions that 
continue to apply such belief structures to modern 
health care responses within family and global or 
community services. Providers need to be aware 
of such histories and influences. Goethe 
reportedly wrote that whoever “cannot draw from 
3000 years is living hand to mouth” (as quoted in 
Gaarder, 1994, v, p. 161). And as I continued for 
more than twenty years after graduate school to 
work directly with health care providers, it seemed 
clear that most were not able to draw from the rich 
well of history that Goethe described as essential. 
Despite their admirable value for addressing 
“resource-poor” settings in medicine and public 
health, that is, most health efforts (with rare 
exceptions) seemed chronically time-crunched, 
fixated on the latest new and cutting-edge 
evidence-based data, while perhaps oblivious to 
the many underlying impacts of religion and 
history on the very same cultures and social 
practices that effective health care delivery often 
sought to “improve.” 


Happily this disciplinary blindness has lifted, at 
least in part, over the past decade. Both medicine 
and public health today tend to more openly 
recognize the need to reckon, seriously, with 
issues of religion and spirituality (R/S). This new 
awareness now shapes efforts, for instance, not 
just in traditional bioethics and psychiatry, but 
also in global health, narrative medicine, clinical 
subdisciplines such as oncology care, in the role 
of health care in human flourishing, and in the 
medical humanities. But those who understand 
why R/S matters for health and medicine today 
are often still puzzled or skeptical about the 
relevance of religious history. 


While my work focuses most on history shaped 
across the Christian tradition, there is much 
overlap between early Christian, Rabbinic, and 
early Muslim texts (where we have them) on 


medicine, social welfare, and health care services 
in Late Antiquity. Indeed, a virtual subfield has 
emerged of scholars who examine religion, 
medicine, disabilities, and health in the ancient 
world, and many of these scholars deliberately 
engage past with present. What follows in this 
essay is a select summary of common thematic 
connections that enhance our understanding and 
practice of public and global health today. I then 
highlight three common “missteps” in the use of 
ancient sources in public health scholarship, and 
offer a few concluding thoughts. 


Common Connections 


Western religious traditions from Late 
Antiquity—roughly the period between 100 and 
800 C.E. in ancient Graeco-Roman, Persian, and 
early Islamic cultures across Europe, the Middle 
East, and northern Africa—inform how we got 
where we are today. These traditions, preserved 
and perpetuated in “folk” beliefs, theological 
statements, and religious practices continue to 
shape individual and community choices that 
directly impact both the social determinants of 
health and the social determinants of public health 
responses. While we tend to think of medicine 
and public health as two distinct areas of study, 
medical historians (e.g., Ferngren, 2014; van der 
Eyk, 2005) make it clear that ancient writers 
viewed environment, society, and population 
dynamics as key factors in what went on (and went 
wrong) in individual bodies. Thus the history of 
medicine in the ancient world inevitably overlaps 
with a history of public health. Health science 
students and scholars interested in how the ancient 
past shapes the present must pay as much attention 
to ancient medicine as to standard public health 
topics such as population health, environment, 
climate, social crises, health equity, and 
epidemiology. Within the public health literature 
itself, Nancy Krieger (2011, pp. 42-57) offers an 
accessible starting point for understanding some 
of the basic terms and ideas relevant to religion in 
public health history. 


Disciplinary periodicals in public health may also 
include a nod to the past. The American Journal of 
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Public Health, for instance, invites history essays 
or short “Voices from the Past” for one such 
History section.“! While not focused explicitly on 
R/S themes, this section represents a good-faith 
effort at meaningfully engaging history to inform 
modern practice. In health equity dialogue and 
action, themes of liberation theology and the 
history of human rights (including but not limited 
to controversial topics such as sexual and 
reproductive rights), further shape health 
narratives (e.g., Farmer & Gutiérrez, 2013; 
Holman 2015, pp. 83-122; Reed, 2007; Yamin, 
2015, 2020). 


Beyond disciplinary publications in health 
science, scholarly resources from across the arts 
and humanities connect a broad range of issues 
directly pertinent to modern public health. These 
include, to name just a few: the role of 
environment, epidemiology, religious culture, 
politics, and climate change in the ancient Graeco- 
Roman world (e.g, Green, 2017; Harper, 2018; 
Stathakopoulos, 2004), therapeutic rhetoric 
pertinent to infectious disease and “contagion” 
(Buell 2014; Holman, 1999; Mayer, 2015a, 2015b, 
2018; Miller and Nesbitt, 2014), mental health 
related to the religious “voice” (Cook, 2019), the 
emergence and development of hospitals and 
health care systems in the Western world 
(Anderson, 2012; Crislip, 2005; Henderson, 
Horden & Pastore 2007; Horden, 2005, 
forthcoming; Marx-Wolf, 2018; Miller & Nesbitt, 
2014; Nutton, 1977, 2013), Rabbinic and Islamic 
health care (Balberg, 2014, 2015; Ragab, 2015, 
2018; Shinnar 2019); nutrition and the body 
(Penniman, 2017), disability and medicine (Laes, 
2019; Watts-Belser, 2017), philanthropy and 
human flourishing (Rhee, 2018), and “folk” or 
popular medicine (de Bruyn, 2017; Harris, 2016; 
Mercier, 1997). 


Interpretive Challenges 


One serious challenge to reading across 
disciplines, however, is that of interpreting 
sources fairly and responsibly. This is a particular 
challenge in connecting past and present texts and 
“evidence” on health. To help scholars begin to 


understand and address this challenge, Heidi 
Marx, a specialist in ancient religious philosophies 
and the history of medicine, and Kristi Upson- 
Saia, who team-teaches a course on the bioethics, 
economics, and history of medicine, as well as 
public health epidemiology, published an essay on 
“The State of the Question: Religion, Medicine, 
Disability, and Health in Late Antiquity” (Marx- 
Wolf and Upson-Saia, 2015). The authors are co- 
founders of the international working group on 
Religion, Medicine, Disability, and Health in Late 
Antigquity®! and co-authors of a forthcoming 
sourcebook on ancient medicine to include 
sources useful in public health education (Upson- 
Saia, Marx-Wolf, & Secord, forthcoming). While 
“The State of the Question” speaks most directly 
to scholars in the study of Late Antiquity, its 
discussion on three potential “methodological 
missteps” is relevant to health science readers as 
well. These three “missteps,” described below, 
present interpretive challenges that commonly 
plague anyone who wishes to responsibly connect 
contemporary issues with health and religion 
across history. 


The first potential misstep, the authors suggest (p. 
266), is when we impose modern interpretations 
on ancient understandings about illness, disease, 
impairment, and disability. For example, illness in 
antiquity represented communal and systemic 
‘disharmony’ rather than the modern physiologic 
understanding of pathogenic “attacks.” Diseases 
explained by ancient authors in terms of bodily 
humors and qualities of air, water, and 
environment may at times appear to evoke 
similarities with modern ideas. In fact, we must 
always keep in mind that such explanations are 
based on a very different set of assumptions, 
expressing a rhetoric or viewpoint on the body 
quite unlike twenty-first century allopathic 
medicine and evidence-based public health. If we 
fail to recognize these differences, such 
misunderstandings “‘can obfuscate our access” (p. 
266) to the physical impairments or illnesses 
described by the original authors. Further, 
imposing modern taxonomies of disease and 
embodiment risks missing the diagnostic social 
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variables that may have been more relevant to the 
ancient cultures. 


A second potential misstep is the imposition of 
modern disciplinary boundaries. Ancient medical 
and health-related texts rarely separated the 
individual body from its social, religious/spiritual, 
and environmental context. Indeed, 
‘professional’ medicine was, from its earliest 
moments...interwoven with religion and 
philosophy.” (p. 269). To silo such studies within 
our modern boundaries risks misinterpreting the 
sources (or missing them completely). 


A third potential misstep, these authors suggest, is 
“overlooking lived experience,” that is, treating 
ancient illness narratives as merely ‘fictions’ or 
representations. To assume that past stories are 
nothing more than fictive constructs risks missing 
the “everyday lives and experiences” of the sick, 
disabled, dying, and healing bodies and social 
relationships in antiquity. Even if a distant time is 
no longer available for certain strictly empirical 
measures, recent studies in historical anthropology 
and bioarcheaology illustrate how the past does 
leave us substantial “evidence-based” data on the 
effect of lived experience, in bones, teeth, DNA, 
burial practices, and the archaeological remains of 
urban water and sanitation management (e.g., 
Gregoricka, Sheridan & Schirtzinger, 2017; 
Kemp, 2013; Killgrove, 2018; Koloski-Ostrow, 
2017; Lewis, 2010; Lockau et al, 2019; Prowse, 
2018; Robb et. al., 2019; Rohnberger and Lewis, 
2017). Thus historical sources indeed bear 
genuinely human data that, with careful reading, 
sometimes identify issues from the past that merit 
ongoing discussion today. 


Conclusions 


The interconnecting fields of R/S, “ancient” 
history, and public health today are marked by 
ongoing lively thematic dialogues rather than 
static conclusions. This essay introduces the 
dialogue and highlights some key points vital for 
responsible interpretive consideration given the 
current state of scholarship at this intersection. 
Such interdisciplinary dialogue is possible and, I 


would argue, necessary, because social 
determinants of health, including public health, 
are similar and similarly relevant across the 
centuries, and often shaped by religion and 
spiritual traditions that are rooted in the distant 
past. Taking time in public health to think about 
the history of religious texts, religious spaces 
(whether rhetorically constructed or literal built 
space), and ideas that have shaped faith and health 
traditions and communities—can help students, 
scholars, and practitioners to build and appreciate 
constructively critical thinking on health risks and 
challenges still relevant today. 


When we understand and appreciate such 
differences between past and present, we may also 
open ourselves to cultural sensitivities that respect 
different expressions and understandings of body 
and illness today. The effort to see the past in this 
way may help train diagnostic and therapeutic 
skills to better engage diversities among 
disciplinary conversation partners, comparable, 
perhaps to the way art appreciation is used with 
medical students to improve clinical diagnostics 
(Miller, Grohe, Khoshbin & Katz, 2013). Yet we 
must always keep in mind that past and modern 
cultures will never exactly align, despite the 
temptation to conflate apparent similarities with 
the global cross-border dynamics of our modern 
world today. 


Where ancient sources manifest or illustrate the 
“dark side” of PHRS—for example, religious 
discrimination, abuse, sexual and gender bias, 
ethnic oppression, and health-related human rights 
violations—critical thinking about R/S and public 
health across history can keep us honest, open to 
our own issues and implicit bias in the human 
journey and its everyday choices about body and 
society, open to ways to address such injustices, 
and mindful of our own health as it touches on the 
health of those around us. Thinking “outside the 
box” on R/S and public health across history may 
enable us to push back on religious and scientific 
boundaries we might encounter that otherwise 
perpetuate unhelpful stereotypes through ministry, 
health, and social service efforts. While readers in 
the health sciences should never uncritically “hunt 
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the present in the past” (Pormann and Savage- 
Smith, 2007, 4), we can recognize how, in health 
care and faith-based responses to hunger and 
disease around the world today, the past still 
haunts and shapes the present. Carefully 
perceiving and listening to the voices of 
conversation partners from another time may 
equip us to shape new public health choices that 
learn from their mistakes—and their wisdom. 
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Resources & Updates: Spring/Summer 2020 


PHRS Staff 


Editors’ Note: This section 


emphasizes 


resources at 


the intersection of 


religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 


more content, and please send 


new potential 


content to this section 


to: PHRSadm1@publichealthrs.org and phrsadmin0@publichealthrs.org. 


COVID-19, Religion, and Public Health 


Wikipedia page: Impact of the COVID-19 
pandemic on religion 


World Health Organization’s Practical 
considerations and recommendations for 
religious leaders and faith-based communities 
in the context of COVID-19. 

CDC webpage for community and faith-based 
organizations 

Emory University Interfaith Health Program 
COVID-19 Resources for Faith Communities 
Emory University Interfaith Health Program 
COVID-19 Resources for Low and Middle 
Income Countries 

Joint Learning Initiative for Faith and Local 
Communities COVID-19 Resource Page 
Humanitarian Disaster Institute, COVID-19 
Summit 

Christian Connections for International 
Health COVID-19 resources & online forum 
JLI-CCIH Report on global faith-based 
responses to COVID-19 

Berkley Center for Religion, Peace, and 
World Affairs, Joint Leaning Initiative on 
Faith and Local Communities, and World 
Faiths Development Dialogue joint google 
doc of Faith and COVID-19 resources 
Religions for Peace dialogue between 
religious leaders and scholars on the 
intersectional nature of “Leadership” in and 
beyond a time of pandemic 

Religions for peace multi-religious COVID- 
19 Hub 

Special Issue: Christian Journal for Global 
Health, COVID-19 special issue 

Special Issue: Journal of Religion and Health, 
Religion and Health During the COVID-19 
Pandemic 


New Research & Materials 


November 2019: The Role of Religion for 
Mindfulness-Based Interventions: 
Implications for Dissemination and 
Implementation (Palitsky and Kaplan), 
Mindfulness 

February 2020: Private Religion/Spirituality, 
Self-Rated Health, and Mental Health Among 
US South Asians (Kent et al.), Quality of Life 
Research 

February 2020: Does spirituality or religion 
positively affect mental health? Meta-analysis 
of longitudinal studies (Garssen et al.), 
International Journal for the Psychology of 
Religion 

February 2020: The role of Hope in 
subsequent health and well-being for older 
adults: An outcome-wide longitudinal 
approach (Long et al.), Global Epidemiology 
March 2020: Religion, Spirituality, and 
Health: New Considerations for 
Epidemiology (Ransome), American Journal 
of Epidemiology 

April 2020: Handbook of Spirituality, 
Religion, and Mental Health, 2nd Edition 
(Rosmarin and Koenig), Academic Press 
May 2020: Religious Service Attendance and 
Deaths Related to Drugs, Alcohol, and 
Suicide Among US Health Care Professionals 
(Chen et al.), Jama Psychiatry 


Upcoming Conferences 


Currently all conferences are cancelled or 
postponed. We will update the conference 
section in the Fall 2020 Issue. 
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Editors’ Introduction: Fall 2020 Issue #3 


N J elcome to the third issue of the Public 
Health, Religion and_ Spirituality 
Bulletin (PHRS Bulletin), published by 
the Public Health Religion and Spirituality 
Network (PHRS Network). For all of us, 2020 has 
been a year of the unexpected — and the ongoing! 
In the months since the pandemic began, so much 
of our lives have turned “virtual” with more time 
than ever spent in front of our computers and 
screens. We hope that this issue — whether you 
read it online or print out the PDF (or HTML) and 
read it on good old-fashioned paper — proves a 
bright spot that is both engaging and enriching for 
your work at the intersections of religion, 
spirituality, and public health. 


This issue begins with an interview with Neal 
Krause, a sociologist and leading researcher of 
religion, spirituality and public health. As a bonus, 
we also offer a video recording of the interview to 
allow you to get a better flavor of Neal’s 
wonderful openness and insight, as well as our 
stellar team of interviewers. Next is an article by 
Doug Oman that provides a timely overview of 
research related to COVID-19, 
religion/spirituality, and public health. To our 
knowledge, it is perhaps the first significant global 
overview with attention to empirical findings, 
policy reports, and conceptual publications. Blake 
Kent authors an article that delivers an accessible 
overview of his and his colleagues’ work 
exploring R/S factors and health among US South 
Asian populations. Next, is an article authored by 
early career professional Caitlyn Gudmundsen 
describing the way her upbringing in a faith-based 
environment coupled with her graduate training in 
religion and public health catalyzed a bridge 
building career as the Director of Strategic 
Initiatives at Lutheran Services in America. 
Following this, Kelsey White and George 
Fitchett’s article gives readers an overview of their 
groundbreaking work developing a_ training 
program for health care chaplains through the 


School of Public Health at University of Illinois, 
Chicago, which we hope inspires others to 
consider equally innovative cross-disciplinary 
work. This issue closes with our resource article 
highlighting new empirical work, upcoming 
conferences, recent conference proceedings, and 
COVID-19 related resources. 


The PHRS network was officially launched in the 
Spring of 2019, and the present issue marks the 
first full year of the PHRS Bulletin. In our annual 
board meeting this September, we reflected on 
what we have learned over the past 18 months and 
how we might improve and build the network 
going forward. To do so, of course, requires us to 
hear from YOU, our readers, as our efforts will not 
bear the intended fruit if we are not building a 
network that draws together and strengthens the 
collective work of those engaging with religion, 
spirituality, and public health. 


To this end, would you spend five minutes or less 
completing this brief reader’s survey (link)? We 
know time is limited and that goodwill is pulled in 
a variety of directions... but we ask anyway (©) 
and thank you in advance for your generosity. 


Finally, we are pleased to introduce Angela 
Monahan as our new junior editor. Angela is a 
recent public health graduate from UC Berkeley 
where she participated in a traineeship on religion, 
spirituality, and public health directed by Doug 
Oman. She is currently working from Washington 
D.C. as an Association of Schools and Programs 
of Public Health (ASPPH) and Centers for Disease 
Control (CDC) fellow and has been an integral 
part of conducting interviews with leading 
scholars for all three issues of the PHRS Bulletin. 
We are excited to have Angela join our editorial 
team! 


? LONG, OMAN ET AL. 


Thank you for being a part of the PHRS network, 
and we wish you and your loved ones well in the 
months ahead. 


Sincerely, 
Kate, Doug, and Angela 


Katelyn Long, DrPH 
knlong@hsph.harvard.edu 
Coeditor 

Doug Oman, PhD 
dougoman@berkeley.edu 
Coeditor 


Angela Monahan, MPH 
angela monahan@berkeley.edu 


angela.grace.monahan@gmail.com 


Assistant Editor 
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Interview with Dr. Neal Krause 


Angela Monahan, Andrea Jacobo,/! and Angela-Maithy Nguyen#! 


Editors’ Note: We are pleased to present the third in PHRS Bulletin’s series of featured 
interviews with influential contributors who have shaped the field of public health, 


religion, and spirituality. 


e present an interview with Neal 
Krause, PhD, Professor Emeritus of 
Health Behavior & Health Education at 


the University of Michigan, and Marshall H. 
Becker Collegiate Professor of Public Health. Dr. 
Krause’s work on stress and the resources that 
people use to cope with stress — including 
especially religious resources — have been a huge 
contribution to the field of religion, spirituality, 
and public health. Identified by the Institute for 
Scientific Information as one of the 250 most 
frequently cited social scientists, Dr. Krause has 
published 350 refereed journal articles as well as 
40 book chapters and, to date, two books; he was 
also chair of the working group that produced the 
widely used set of recommended measures, 
Multidimensional Measurement of Religiousness/ 
Spirituality for Use in Health Research (Fetzer 
Institute & National Institute of Aging, 1999; 
2003). Dr. Krause was interviewed for the PHRS 
Bulletin by graduate students Andrea Jacobo and 
Angela Maithy-Nguyen of U.C. Berkeley, 
working in conjunction with Angela Monahan, an 
ASPPH/CDC fellow at the Department of Human 
and Health Services. 


Angela Monahan: Fairly early in your career, 
since 1989, you’ve studied religious involvement. 
What motivated you to start studying religion and 
how did that influence your other interests? 


Neal Krause: I was a big stress guy up until 1989 
— that was my thing. When I did my first 
community survey, it was on stress and health in 
older adults. I had nothing on religion, and every 
time the interviewers came back to my office, they 
said, “there’s another one that said ‘I rely on 


religion’”. [remember thinking I didn’t want to go 
there, you know? Those people that do that are 
weird. They have a personal agenda to sell and on 
and on; But what can I say? I’m one of the geeks 
now and I got into it for that. I avoided it for a long 
time and then it found me. 


I wrote my first paper on religion in 1989 and it 
was a secondary data analysis (Krause & Van 
Tran, 1989). I get a 
call from the 
National Institutes 
of Health and they 
tell me _ they’re 
having a meeting on 
religion and health, 
and that I was an 
expert on subject. I 
said, “Wait, wait, 
wait. I’ve written 
one paper; I’m not 
an expert.” “Oh, but 
you should come” 
[they responded], 
so, I went and there 
was about three hundred people. They said, “we’re 
going to break out sessions in the afternoon and 
one of the breakout sessions is going to be on how 
to measure religion”; And they told me I was 
going to chair it. I did that and I didn’t really know 
what it was all about. Probably two years after, I 
chaired the group and we put together measures 
that could be inserted in epidemiologic surveys on 
religion. That’s what got me into it and then I just 
got fascinated by it. It’s such an integral part of 
life. My guess is you get older and you start 
thinking about those kinds of things. 


Neal Krause 
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Angela Nguyen: Speaking of when you chaired 
the group that put together that influential and 
highly cited book of measures [Fetzer Institute & 
National Institute of Aging, 1999, 
Multidimensional Measurement of 
Religiousness/Spirituality for Use in Health 
Research] — how would you describe your 
experience working with the group, especially 
your role as chair? Were you satisfied with what 
you produced, and did it have the impact you were 
hoping for? 


out there on the stage a little more clearly, and if 
you provide people with measures of the things 
you’re talking about, you can do it. I can just say 
“don’t just talk about social support, here are 
questions you can use to measure it”. 


And so, in this funded research project, I went 
through every dimension of the major social 
relationships in the church and had measures for 
each one, and theoretically, why they’re relevant 
for health. I wrote a book about it (Krause, 2008). 


What’s the shortest list in the world?... 
Disciplines that aren’t doing something with religion. 
— Neal Krause 


Neal Krause: I participated in that book project 
because I really believe in the social basis of 
religion. I think you can’t talk about religion 
without talking about people plural. I know it’s 
not that way in all faiths, but certainly in the 
United States. It’s all about congregations and 
relationships that people develop within them. I 
felt that wasn’t given any major attention. People 
kind of asked a few questions about it, but there 
was nothing serious being done. I used that initial 
point of departure for getting into stuff that I had 
done just prior to that. It’s funny; I wrote a grant 
to the National Institute on Aging, saying that I 
really wanted to study religion, but I don’t know 
what it is. I wanted to do three years of 
qualitative work, develop good measures from 
that, and then get into the research. I remember 
my project officer said, “it’Il never be funded. 
They don’t fund small-scale development 
projects”. I didn’t care because it was what I 
needed, and guess what? It got funded the first 
time through, and for three years I did amazing 
amounts of qualitative research, with focus 
groups, 113 in-depth interviews, and more. I 
actually developed a tight set of measures, many 
of which were social support. I wanted to pull it 
all together in one place and show that this is an 
area in the field of religion and health that has 
been left out. I wanted to see if I could get that 


It was fun; I’d never written a book before 
because, you know, public health doesn’t like 
books — it’s all about peer reviewed articles. I 
wrote that book and now I’m writing another. 
When you write a book, it’s really amazing. You 
have a lot more room. When you first start 
writing a book, you’re a deer in the headlights. “I 
have to fill 300 pages, what am I going to say?”, 
but it fills up fast enough. 


Angela Nguyen: I like your perspective on the 
process of writing a book versus writing an 
empirical paper. Depending on what journal 
you’re submitting to, there’s so much focus on 
methodology and you don’t really get to delve 
into the conceptual frameworks of why you’re 
doing the study. You mentioned you’re writing a 
book. Are you able to share about that? 


Neal Krause: This new book is really different. I 
told my wife that at this stage in my career, this is 
my Sergeant Pepper’s. When the Beatles did 
Sergeant Pepper’s, it was so different. It was 
unique from start to finish and it blew the whole 
music industry away. I’m writing all in the first 
person — I want the readers to feel who I am. I 
want them to look beyond the words to the man 
that wrote them. There are three things I want to 
do. First, I want to tell you how I actually 
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practice my craft, warts and all; About the dead 
ends, the times I was wrong, the things that I 
didn’t understand, and how I even reversed my 
position at some points, only because after much 
deeper thought I could arrive at a better thinking. 
The second thing is where I’m going next, which 
is kind of built around communities of faith. 
There’s good theological and sociological 
research that says something unique happens 
when people get together in a church. The whole 
becomes larger than the sum of the parts. People 
stop thinking about ‘IT’ and start thinking about 
‘we’ — there’s something almost mystical at that 
level. There are two different sources: one is a 
man named Dietrich Bonhoeffer — a pastor who 
was hung by the Nazis because he was involved 
in the plot to try to assassinate Hitler. He wrote a 
lot about this and Emile Durkheim writes the 
same thing. I thought we really have to get down 
to it and understand this. In this book, I have a 
chapter that lays out all the different things that a 
community of faith is likely to involve, and then 
this mystical thing that I can’t really get my 
fingers on yet. I call for a very detailed 
qualitative study to find out, just like I did way 
back in the 80s. The third thing I’m doing with 
this book is addressing some very fundamental 
problems with latent variable modeling. That’s 
the book; I’ve been offered a contract by one 
press and I’m waiting on another. The peer 
reviews have been amazing. They’ re just lovely 
and saying, “nobody but you could have written 
this book”. In a way, it’s true because this is my 
swan song that I’ve worked on for all these 
decades and what I have learned. I like this book 
better than the first, and I think the reception has 
been better. I’m giving the book a shot, in 
between going to school and some of the other 
stuff. 


Angela Nguyen: You’re balancing a lot! 


Neal Krause: We’ve also gotten re-funded to go 
back and do a mortality study for the Landmark 
Spirituality and Health Survey, a project I began 
in 2013 that surveyed a national sample of more 
than 3000 US adults. The literature on mortality 
and religion is largely focused on church 


attendance only and we have to pull it apart and 
find out what’s really going on there. One time 
ago, I heard a colleague of mine say that these big 
grants are like getting hit with a golden brick — if 
anything can go wrong, it will, and stuff you 
couldn’t imagine going wrong, will go wrong. 
They don’t teach you this in graduate school. You 
learn it, God knows how. 


Andrea Jacobo: Could you say a bit more about 
those grants and your experience conducting 
them? What are some of the lessons that future 
investigators can learn from you in this process? 


Neal Krause: I learned grant writing on the 
bended knee of my good friend Jersey Liang, who 
was fabulous at getting money. It’s important to 
find somebody that knows what they’re doing. I 
recommend networking and __ postdoctoral 
fellowships. Find a good group of mentors that can 
really help you with stuff like this because that’s 
how you learn. Students tend to think that they’re 
done once they have their PhDs. Not quite; you’re 
actually just getting started. 


Andrea Jacobo: How would you compare the 
challenges faced by the religion and health field in 
the late 90s to the ones we face today, and what do 
you think were the major shifts and trends? From 
your experience, where are we going in the future 
with spirituality and religion? 


Neal Krause: Well, a couple things. Back in the 
early 80s, there were untruths in the articles. Jeff 
Levin used to say the ‘r word’; as soon as 
somebody sees the r word, religion, you’re stuck. 
There was a lot of academic prejudice against it — 
they didn’t think it was a real science. Once people 
got out there and started doing really decent work, 
it gradually began to change and religion found 
itself integrated. If you think about it, what’s the 
shortest list in the world? The answer to that is 
disciplines that aren’t doing something with 
religion. Think about it — medicine, nursing, 
public health, sociology, psychology, social work, 
humanities, and anthropology. All of these fields 
are doing it now and that’s a good thing because 
what it shows is the versatility of religion. 
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Where do I think it’s going in the future? We’re 
getting more biomedical. There’s this ‘let’s get 
accepted by the real doctors, and the way you do 
that is with biomarkers. When I did the Landmark 
Spirituality and Health Survey, we got a whole 
range of biomarkers and I wrote a number of 
papers on those. That was a brand-new world for 
me and a way of getting my feet wet. You can’t 
argue with that stuff. When you say religion is 
related to lower levels of bad cholesterol, it’s hard 
to turn that around and say higher levels of bad 
cholesterol make you less religious. It does not 
make any sense, so the direction of causality 
becomes more clear. You never prove it, but you 
sure get a lot closer. I think that’s the direction of 
where the field is going. 


Andrea Jacobo: Earlier you mentioned 
communities of faith. In Memphis, there’s the 
Memphis Interfaith Coalition and they address the 
different determinants of health like education, 
economics, and social economic status. The work 
that comes out of their community of faith is 
fantastic and beautiful. How would you say that 
communities of faith are similar to communities of 
practice and how can we incorporate what we 
already know with communities of practice and 
coalitions, and integrate them with faith? 


Neal Krause: A lot of people are actually already 
doing that. Many congregations have formal 
programs like for lowering blood pressure or 
nutrition. I think what we need to do is two things. 
One is seeing what is unique about doing these 
things in a church. Part of the answer to that is you 
can access individuals through the church easier 
than you can with other ways. The second thing is, 
we need to see what is unique about what we are 
doing. Can we go to the Elks club and offer the 
same services, or is there something special that’s 
going on in communities of faith? I’m betting that 
something special is happening, but we have to 
find it. 


You know sometimes, when there’s nothing out 
there, you freak out and wonder what to do and 
where to start. I say, start anywhere, but above all 
else, just listen to your gut and heart. You’re 


getting into this field because something about it 
has appealed to you at a pretty deep level. Start 
with what has brought you here and pursue it. See 
where it leads you, and it could be dead ends. 
When you put your CV together, you list all your 
papers accepted for publications. Why don’t we 
list the ones that were rejected? Isn’t that a more 
honest reflection of what it is that you’re doing? I 
still get papers rejected all the time, but follow 
your heart. 


Angela Nguyen: Could you say a bit more about 
the process of dealing with rejected papers? I think 
that’s relevant to everyone. [Editors’ Note: See 
video of this interview for additional advice from 
Dr. Krause on topics such as grantwriting, 
publication, and rejection. | 


Harold Koenig once told me he got three papers 
rejected in the same day. He’s one of the pillars of 
religion and health, and he’s gotten three papers 
rejected in the same day. If we’re really honest, we 
would put our rejected papers on our CVs and they 
would be a lot thicker. Babe Ruth had more 
strikeouts than home runs and no one talks about 
that, but they should. It tells you something about 
real life. 


Another thing that’s helpful; Ken Pargament — 
he’s a good friend of mine — laughs at me because 
I actually have 35 different files that deal with 35 
different issues reviewers have raised about my 
papers in the past. It all comes down to experience 
and I suggest that you save everything you get 
back. When you when you go through these 
things, save some of your responses and you’ ll use 
them again, because chances are, you’ll see these 
things again. 


Angela Nguyen: Your perspective has been very 
valuable, not only for this interview, but for all of 
us here. How do you think religion and spirituality 
can be better integrated into academia and into 
curriculum? 


Neal Krause: It really depends on the flexibility 
in the school where you wind up. Unfortunately, a 
lot of the time when students first finish their PhD 
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and get their first tenure track job, they’re given a 
lot of the equivalent to intro classes and don’t have 
a whole lot of flexibility, at least initially. If you 
find yourself in a place that gives you that kind of 
flexibility, then do religion and health; but if you 
don’t find yourself in that situation, I think you can 
still use it as examples in class. Try to extract the 
broadest possible principles from religion and 
health so that you say, “we’re going to see social 
relationships that are good for health, but let’s 
think about such social relationships in a particular 
context and see if that makes any difference”. The 
principle is still the same: social relationships 
matter. We’re just changing the venue a little to 
sneak it in that way. Then you can even raise 
questions about if there is anything unique about 
those social relationships. 


Angela Nguyen: On the student side, what are our 
roles in making that push for integrated curriculum 
if we’re not going to be teaching after? 


Neal Krause: I think the way you do it then is 
through your research. It gets down to how to 
write the papers that you write, and part of the 
answer is talking about the so-what questions in 
your discussion sections on how and where your 
research applies and what you’re going to do with 
it. 


Angela Monahan: Out of all your findings on 
religion and health, what most surprised you? 


Neal Krause: That’s a tough question to answer 
because there is what surprised me, what I liked 
the best, and what I thought made the most 
difference to me. The one that I think made the 
most difference to me was that giving is better for 
your health than receiving. ’ve shown that now 
with about five different data sets and with 
different dependent variables; mortality being one 
of them. People that give have lower mortality risk 
than people who receive. It’s really basic stuff but 
it’s so cool. It’s telling you about who you are, 
how we’re put together, and what we should be 
doing with our lives — helping other people is not 
a bad thing. For me, that’s a big deal because you 
think about practical applications. What do we 


know about volunteer work through the church? 
It’s a good thing and good for health. Well, this is 
just another context for giving. I think that’s the 
one that I liked the best and didn’t expect to see it 
that consistently. One of the things that social and 
behavioral sciences is always dinged for is that we 
don’t use an experimental design. One way you 
get around that is the importance of replication. 
We get not one but ten studies that show the same 
thing and that adds a lot of credibility to the 
work.In the end, empirical science is only going to 
take you so far. All it does is reflect back to you 
the quality of your own ideas. 


Angela Monahan: Do you have any suggestions 
for students or young professionals that are 
beginning their careers in public health and might 
be interested in religion and health topics? 


Neal Krause: I’d say one, don’t be discouraged. 
Two, you’re going to work harder than you ever 
thought possible, and the third thing Ill say 
something a bit different. I remember my students 
would say, “if I just finish my preliminaries, 
everything’s going to be alright. If I just finish my 
dissertation, everything is going to be alright. If I 
just get a tenure track job, everything is going to 
be alright. If I just get tenured, everything is going 
to be alright. If I just make full professor, 
everything’s going to be alright”. It’s never going 
to end. So, if that’s the case, strive to be happy 
where you are, which I know is hard to do, 
especially in the middle of the tenure thing. That’s 
an amazing experience and you just have to keep 
your eyes on the broader things. 


Angela Monahan: Thank you so much. That was 
all our questions. This was such a great discussion 
with you. 


Neal Krause: It was fun talking to you guys. I love 
talking to students; they’re great! It’s nice to meet 
you all. Religion and health is a small town, so 
who knows? If we ever actually have professional 
meetings anymore, I hope to bump into you guys 
some time there. 
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This interview with Dr. Neal Krause took place 
over Zoom on October 8, 2020. The transcript has 
been edited for clarity and brevity. In addition to 
the published transcript, a video of the interview 
has been provided. The video also includes a 
variety of additional suggestions from Dr. Krause 
for early career professionals for navigating the 
NIH grantwriting process, publishing articles, 
and dealing with rejection. 


Link to video: 
http://www.publichealthrs.org/v001/ 


References 


Fetzer Institute / National Institute on Aging 
Working Group (1999). Multidimensional 
Measurement of Religiousness/Spirituality for 
Use in Health Research: A Report of the Fetzer 
Institute / National Institute on Aging Working 
Group (1st ed.). Kalamazoo, MI, USA: Fetzer 
Institute. 


Krause, N., & Van Tran, T. (1989). Stress and 
religious involvement among older blacks. 
Journal of Gerontology, 44(1), S4-S13. 
https://doi.org/https://doi.org/10.1093/geronj/44. 1 
S4 


Krause, N. (2008). Aging in the Church: How 
Social Relationships Affect Health. West 
Conshohocken, PA: Templeton Foundation 
Press. 


[1}- Angela Monahan, MPH, is an ASPPH/CDC 
fellow at the Department of Human and Health 
Services, and a recent graduate from the 
Infectious Diseases and Vaccinology master’s 
program and the Public Health, Religion, and 
Spirituality Traineeship at the University of 
California Berkeley 

(angela _monahan@berkeley.edu, 


angela. grace. monahan@gmail.com). 


[2}- Andrea Jacobo, MPH is a current trainee in 
Public Health, Religion, and Spirituality and a 
2°4_year student in the Doctor of Public Health 
program at the University of California Berkeley 


(am.jacobo@berkeley.edu). 


[3]- Angela- Maithy Nguyen, MPH, is a current 
trainee in Public Health, Religion, and 
Spirituality and a 3"-year student in the Doctor 
of Public Health program at the University of 
California Berkeley 

(angela nguyen@berkeley.edu). 


Public Health, Religion, and Spirituality Bulletin 

Fall 2020, Issue 3, pp. 10-17 

[Online 7 Nov. 2020, Article AO15 * ISSN 2689-7024] 
https://publichealthrs.org/a015/ 


10 


Covid-19 and Religion/Spirituality: 
A Global Review from a Public Health Perspective 


Doug Oman"! 


daily life worldwide, infecting tens of 

millions of people, causing more than a 
million deaths to date due to Covid-19 disease, and 
inflicting a massive but largely unmapped burden 
of long-term disability and lowered quality of life 
among survivors. Religion and spirituality are 
among the strongest motivators of human action. 
Can the field of public health, religion and 
spirituality shed any light on how we can best 
respond to the pandemic? This article offers a 
selective review. 


ik SARS-CoV-2 coronavirus has upended 


By Fall 2020 as this article was finalized, many 
dozens of professional journal articles from more 
than 30 countries, primarily peer-reviewed, had 
already been published about religion, spirituality, 
and the pandemic. Of these, a dozen-plus 
empirical studies have examined 
religion/spirituality (R/S) in relation to the 
pandemic. Available publications have reported a 
wide range of views, events, and findings. The aim 
of this brief article is to give the reader an 
introductory feeling for this literature by 
highlighting responses to three overarching 
questions that emerge repeatedly in this literature: 
1) Does religion reduce or exacerbate risk of 
contracting COVID-19 disease? 2) How are 
religious communities responding? 3) What’s 
needed from health professionals in relation to 
religion/spirituality and COVID-19? The article 
concludes by inviting readers’ thoughts on best 
next steps. 


Q1: Does Religion Reduce or Exacerbate 
Risk of Contracting COVID-19? 


At least three US-based empirical studies have 
investigated and reached divergent conclusions 


about whether R/S engagement reduces or 
exacerbates risk behaviors for infection with 
SARS-CoV-2 and contracting Covid-19 disease 
(DeFranza et al., Lindow, 2020; Hill et al., 2020; 
Perry et al., 2020). These three studies employed 
widely varying research designs. Two were 
conducted at a collective (“ecological”) level. 
They investigated whether US states and 
metropolitan areas that are more religious had 
engaged, early in the pandemic, in stronger 
protective behaviors. More specifically, did they 
engage in stronger social distancing behaviors? As 
a proxy for collective engagement in social 
distancing behaviors, both of these studies 
analyzed total aggregate physical mobility, 
measured via indicators of movement by 
automobiles or mobile phones. One study by 
DeFranza and colleagues (2020) appeared in 
American Psychologist and analyzed daily time 
series from the 53 largest US metropolitan areas, 
finding that areas with larger numbers of religious 
congregations were /ess adherent to shelter-in- 
place directives, after controlling for (aggregate 
level) education, unemployment, and poverty 
(data from March, 2020). Similarly, Hill and 
colleagues (2020) in Journal of Religion and 
Health, reported that US states with greater state- 
level religiosity measured by a six-item index 
exhibited weaker responses to stay-at-home 
orders, after adjusting for aggregate-level age, 
race, unemployment, and governor’s political 
party (from February 24 to April 13). Such 
findings suggest that religious involvement may 
exacerbate risk of contracting Covid-19, at least in 
the United States. 


In contrast, Perry and colleagues (2020) in Journal 
for the Scientific Study of Religion reported that a 
3-item scale of religious commitment, comprised 
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of items for prayer frequency, religious 
importance, and service attendance, “was the 
leading predictor that Americans engaged in more 


frequent precautionary behaviors” (p. 405, 
emphasis added). These investigators used 
longitudinal panel data from a_ nationally 


representative sample of US adults (n=1255) from 
August 2019 to May 2020. However, in contrast 
to the protectiveness of religious commitment, 
Perry and colleagues (2020) found that COVID- 
19 risk behavior was exacerbated among 
respondents who reported higher levels of 
Christian nationalism, conceptualized as “an 
ideology that idealizes and advocates a fusion of 
American civic life with a particular type of 
Christian identity and culture” (p. 406). 
Furthermore, their 6-item measure of Christian 
nationalism “was the leading predictor that 
Americans engaged in incautious behavior like 
eating in restaurants, visiting family/friends, or 
gathering with 10+ persons (though not attending 
church), and was the second strongest predictor 
among Americans who took fewer precautions 
like wearing a mask or sanitizing/washing one’s 
hands” (p. 405). 


The interpretable yet divergent findings from 
these three studies underscore the importance of 
remembering that religion and spirituality are each 
multidimensional, and that whereas some 
dimensions may show salutary effects, others may 
show detrimental effects in specific contexts (e.g., 
Miller & Thoresen, 2003; Oman, 2018; see also 
Vermeer & Kregting, 2020 for a collective-level 
study in the Netherlands). In public health, where 
partnerships with faith-based organizations are 
often of great practical importance, such 
multivalent potentials of religion must be 
recognize and properly navigated: How can public 
health workers productively ally themselves with 
the salutary tendencies in religious communities 
and individuals, while mitigating or at least not 
exacerbating tendencies that are less healthy? 


Q2: How are Religious Communities 
Worldwide Responding? 


Jenny Trinitapoli and Alexander Weinreb’s 
(2012) well-researched and thought-provoking 
book, Religion and AIDS in Africa, is to date 
perhaps the most in-depth study and consideration 
of religion in relation to a modern pandemic. 
Citing Horden (1999), Trinitapoli and Weinreb 
note that 


Historical accounts of the role of religion 
in times of plague, from the Roman era 
through the early modern period... all 
highlight the relevance of religion to... 
two types of ‘management’ epidemics 
demand:... to be understood, or managed 
conceptually; and... to be managed 
practically (p. 203). 


In today’s coronavirus pandemic, this dual 
conceptual/practical relevance of religion is 
illustrated by the wide range of topics addressed 
by recent journal articles on R/S and the pandemic. 
For example, several articles, some primarily 
conceptual, have addressed the possibilities and 
pitfalls of responding to the pandemic through so- 
called “virtual religion” (Parish, 2020, p. 6). One 
article by Jun (2020, p. 1) sought to address 
“controversial theological issues and reflect on 
them from an ecclesiological perspective [in 
relation to] ministries in virtual reality.” Similarly, 
Parish (2020, p. 1) analyzed “different 
understandings of religion, church, and 
community in the period of a pandemic... 
[situating] the debates... in the context of 
historical precedent, personal experience, and 
theoretical approaches” (see also Pityana, 2020; 
VanderWeele & Long, 2020). Other published 
articles have profiled efforts to practice more 
socially distanced forms of religion by Parsis 
(Zoroastrians) in Pakistan (Engineer, 2020), 
Christians in the UK (Bryson et al., 2020), 
Christians in Italy (Madera, 2020), Christians 
elsewhere in Europe (Parish, 2020), and adherents 
to Afro-Brazilian religions in Brazil (Capponi et 
al., 2020). 
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A somewhat different emphasis on religion’s 
practical roles in responding to the pandemic is 
evident in multiple articles reporting on 
cancellation of pilgrimages in Saudi Arabia 
(Ebrahim & Memish, 2020; Memish et al., 2020; 
Yezli & Khan, 2020). Furthermore, adherence to 
additional safety-promoting proclamations by 
Muslim leaders has been examined by an 
empirical study in Indonesia (Hanafi et al., 2020, 
about responses to a fatwa, n=1139). Some of 
these protective measures have been effective, but 
in other cases, populations have shown persistence 
in religious observance despite attempts by 
religious leaders to mandate reduced social 
contacts (e.g., Pabbajah et al., 2020, Indonesian 
Muslims). Some articles have discussed or 
documented the dangers of allowing large 
religious gatherings to proceed as_ usual, 
sometimes arguing that “Religious, social, and 
political leaders have to exhibit sagacity and adopt 
a pragmatic approach” (Quadri, 2020, p. 220; see 
also Badshah & Ullah, 2020). 


Religious coping is the focus of several articles 
that have probed the intertwined conceptual and 
practical responses of religious individuals as they 
employ religious methods of coping in response to 
pandemic stresses. Empirical studies are available 
of pandemic religious coping by Jews in the USA 
(Pirutinsky et al., 2020, n=419), by Christians and 
Muslims in the United Arab Emirates (Thomas & 
Barbato, 2020, n=611), by African American 
Christians in the USA (Adams & Tyson, 2020, art- 
based inquiry with n=2), by Roman Catholic 
Christians in Poland (Kowalczyk et al., 2020, 
n=324), and by medical patients in India (Mishra 
et al., 2020, n=30). One study in Indonesia even 
investigated the role of Muslim religiosity in the 
survival of small businesses during the pandemic 
(Utomo, 2020, n=120). 


Religious leaders are often under great stress, 
which is exacerbated by pandemics. Thus, Greene 
and colleagues (2020) made _ several 
recommendations for attending to the health of 
religious leaders, who may sometimes experience 
moral dilemmas in choosing between prescribed 
safety and traditional practice — among their 


recommendations were “Setting aside time to 
focus on spirituality” and that “It is important to 
acknowledge the moral conflicts that will likely 
emerge [from dilemmas in dealing with COVID- 
19]. Discussing them with colleagues and being 
prepared for some of the possible responses may 
facilitate coping and acceptance of distress” (p. 
S144). 


Q3: What’s Needed from Clinical and 
Public Health Professionals? 


Last but not least, many articles have addressed 
how health professionals should understand or 
interact with religion in view of the pandemic. 
Many immediate practical responses have been 
advocated. For example, Koenig (2020, p. 776) 
described “seven simple ways that geriatric 
psychiatrists can help religious elders make use of 
their faith to relieve anxiety and help protect 
themselves and others during this COVID-19 
pandemic.” In the journal Mindfulness, Oman and 
colleagues (2020) reviewed randomized trial 
evidence on frequent repetition of a holy name or 
a mantram, a cross-culturally widespread spiritual 
practice extensively studied in the US Veterans 
Healthcare System, as holding “promise to benefit 
all major groups affected by the pandemic” 
including healthcare workers working with 
COVID-19 patients, patients and their families, 
and the general public. They suggested that such 
holy name/mantram repetition may be especially 
beneficial for COVID-19 patients experiencing 
respiratory distress, for whom conventional 
mindfulness approaches to stress management and 
resilience-building “may be ineffective or even 
contra-indicated” (p. 6). 


On a more collective level, with an eye on 
population health, physicians at the Mayo Clinic 
systematically tabulated recommendations for 
how physicians could helpfully advise religious 
communities on responding to COVID-19 for 
Jews, Christians, and Muslims (Merry et al., 2020, 
p. 2 in pdf; each tradition was represented in the 
team of authors). Similarly, Bruce (2020, p. 425) 
argued for the importance of “African American 
churches, mosques, and temples as essential for an 
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immediate, comprehensive, and _ sustained 
response to the elevated risk for and spread of 
COVID-19 among African Americans.” 


More broadly, commentaries from countries as 
diverse as the US, Pakistan, and Somaliland have 
advocated for the value of partnerships between 
health professionals and community religious 
leaders, or have reported instructive experiences 
(Bentley et al., 2020; Galiatsatos et al., 2020; 
Hashmi et al., 2020; Hong & Handal, 2020; 
Thompkins et al., 2020). In Brazil, Kevern and 
colleagues (2020) reported on the history and 
pandemic response of a network of approximately 
2500 volunteers, coordinated by the Catholic 
Church, that was for many years a recipient of 
much governmental support. Survey findings 
indicated that the model “may be exportable to 
other middle-income countries,” with the 
network’s “speedy and flexible response... to the 
coronavirus pandemic suggest[ing] that this type 
of NGO will have a role in response to future 
national crises” (p. 1). 


On the other hand, also in Brazil, an entirely 
different and possibly complementary approach 
was described by Ribeiro and colleagues (2020, p. 
1 in pdf), who recounted the well-received launch 
of a “Spiritual Care Hotline Project” in which 
trained psychiatrists and psychologists field 
requests for spiritually welcoming mental 
healthcare. These providers engage in structured 
interactions that encompass “(i) presentation, (11) 
the main reason for calling, (iii) compassionate 
and affective listening, (iv) reading a short text 
with reflective content, and (v) prayer if the 
attendee feels comfortable,” followed when 
appropriate by referrals. 


Some commentators have warned that frontline 
health professionals may find themselves in 
excruciating dilemmas in conducting patient care, 
perhaps especially if healthcare systems are 
overwhelmed, putting them — like the religious 
leaders mentioned earlier — at risk for moral injury, 
understandable as “the lasting emotional, 
psychological, social, behavioral, and _ spiritual 
impact of actions that violate [one’s] core moral 


values and behavioral expectations of self or 
others” (Shortland et al., 2020, p. S128; see also 
Borges et al., 2020). For spiritual support of 
healthcare professionals, Amiel and Ulitzur (2020, 
p. 840) described a program of three weekly 
sessions designed to understand stress and its 
sources and “adopt resilience strategies based on 
spiritual care tools” that included “deep listening”, 
“connecting to personal resilience resources,” and 
other methods. 


New research is of course needed. Thus, writing in 
Mental Health Religion & Culture, Dein, 
Loewenthal, Lewis, and Pargament (2020) 
identified an agenda of seven issues that require 
future research, including studies of the 
comparative impact on mental health of virtual 
versus face-to-face religious activities; whether 
prejudice can be reduced in the context of the 
pandemic; and_ strategies for enhancing 
preventative behavior related to COVID-19 in 
religious groups. Various other agendas and 
suggestions for future research have also been 
offered — for example, based on a survey of 27 
chaplaincy teams in the UK, Harrison and Scarle 
(2020) identified several pandemic-related 
chaplaincy issues requiring further inquiry, such 
as clarifying best practices regarding staff support. 


Now What? 


This year’s professional literature on COVID-19 
and religion/spirituality is by no means exhausted 
by the foregoing whirlwind tour of selected 
writings on these three overarching questions. 
Many other recent professional articles have 
addressed these questions, as well as other topics 
ranging from advocacy of  inter-religious 
collaboration on COVID-19 to psychometrically 
analyzing religious items on COVID-19 anxiety 
screening tools (e.g., Corpuz, 2020; Lee, 2020). 
Our own PHRS Network is likewise compiling a 
set of COVID-related resources and links that 
build on the evidence cited above (see 


http://www.publichealthrs.org/resources/). 


As the pandemic lingers and R/S-COVID-19 
questions persist and multiply, much useful 
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background may be found in the pre-existing 
public health and religion/spirituality literature, 
which has carefully attended to numerous issues 
concerning religion/spirituality and infectious 
diseases (Oman & Riley, 2018), and has also 
wrestled with the “paradox” that religion generally 
correlates favorably with individual health 
measures, but that some dimensions may correlate 
with unhealthy collective norms or behaviors — as 
we noted has been occurring in the USA with 
COVID-19 (Oman & Nuru-Jeter, 2018, p. 115). 


On a practical level, public health has given a great 
deal of attention to salutary partnerships between 
health professionals and religious communities 
(Epstein, 2018; Grant & Oman, 2018; Idler et al., 
2019). The art of such partnering is profoundly 
local, yet successful partnerships can inspire 
efforts both near and far. The present literature 
search identified published articles on religion and 
COVID-19 from Australia, Bosnia, Brazil, China, 
Colombia, Ethiopia, India, Indonesia, Iran, 
Ireland, Israel, Italy, Japan, Kenya, Korea, 
Malaysia, Mexico, the Netherlands, Nigeria, 
Pakistan, Philippines, Poland, Portugal, Saudi 
Arabia, Somaliland, South Africa, Spain, Turkey, 
Uganda, Ukraine, the United Arab Emirates, the 
United Kingdom, the United States, and Vietnam. 
Translating such widespread interest into 
improved collaboration between religion and 
public health — one goal of the religion/spirituality 
and public health field, and of the Public Health, 
Religion and Spirituality Bulletin and Network — 
will boost global pandemic control efforts, 
benefiting everyone. We invite the Bulletin’s 
readers to share with us their ideas about how to 
foster such advances — send your thoughts to the 


editorial team c/o 
PHRScovid@publichealthrs.org, and/or take our 
Fall 2020 reader’s survey 


(https://publichealthrs.org/s001/). 
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What Have We Learned about Religion, Spirituality, and Health in the 
MASALA Study of U.S. South Asians? 


Blake Victor Kent"! 


Editors’ Note: Among many types of articles published in the PHRS Bulletin, we include 
articles written by researchers who work at the intersection of religion, spirituality, and 
public health. These pieces are meant to provide an accessible overview of key findings, 
link readers to high-quality empirical work, and stimulate new ideas for research and 
collaboration. In this piece, Dr. Blake Victor Kent presents an overview of work by 
himself and others through a consortium exploring religion, health, and spirituality 
among South Asian populations in the United States. 


r VHousands of studies have been conducted 
on religion/spirituality (R/S) and health, 
but in the U.S., many population samples 

often have substantial majorities that are Christian 

and white. Some ongoing cohort studies of 
minorities—like the Hispanic Community Health 

Study/Study of Latinos—include a_ sizeable 

number of R/S questions, but other racial and 

ethnic groups remain under examined. One such 
group is South Asians in the U.S., which constitute 
the fastest growing minority population while also 
representing a disproportionate burden of 
cardiovascular disease (CVD). To examine this 
pressing concern, the MASALA Study (Mediators 
of Atherosclerosis among South Asians Living in 

America) began ten years ago under the direction 

of Dr. Alka Kanaya, Professor of Medicine at the 

University of California, San Francisco. 


Five years ago, MASALA partnered with Dr. 
Alexandra Shields, Associate Professor of 
Medicine at Harvard Medical School, becoming a 
member of the National Consortium on Stress, 
Spirituality, and Health. The Consortium, which 
includes several other ongoing cohort studies, 
developed an 82-item R/S questionnaire to 
distribute alongside MASALA’s ongoing data 
collection efforts, opening up new avenues to 
examine R/S and health in this population. Prior 
to the current collaboration between MASALA 
and the Consortium, only a handful of studies had 
examined R/S and health among U.S. South 
Asians, including one on religious affiliation and 


obesity in MASALA and one on religiosity and 
negative affect in a Southeastern community 
sample (Bharmal et al., 2018; Diwan et al., 
2004). While examinations of CVD are not yet 
complete, a team of Consortium researchers, 
including the present author, recently published 
three new papers, providing an important 
foundation for future work focused on the South 
Asian population (Kent et al., 2020; Stroope et 
al., 2020a, 2020b). 


These studies assessed cross-sectional 
relationships between religion and spirituality 
and four outcomes: self-rated health, depressive 
symptoms, trait anxiety, and trait anger. Due to 
the large number of R/S items available, different 
sets of R/S variables were used in each study. 
One study focused on religious group 
involvement, assessing variables that included 
religious affiliation, religious attendance, 
participation in group prayer outside of religious 
services, giving and receiving love and support to 
and from fellow congregants, experiencing 
neglect by fellow congregants, and being 
criticized by fellow congregants (Stroope et al., 
2020b). A second study investigated private 
religious and spiritual practices and beliefs, 
which included frequency of prayer, yoga 
practice, belief in God/the divine, gratitude, non- 
theistic daily spiritual experiences, theistic daily 
spiritual experiences, feelings of closeness to 
God/the divine, positive religious coping, 
negative religious coping, religious and spiritual 


struggles, and feelings of hope in God/the divine 
(Kent et al., 2020). And a third short study 
looked at one variable: the degree to which 
people consider themselves to be religious or 
spiritual (Stroope et al., 2020a). 


The first study on religious group involvement 
revealed several findings (Stroope et al., 2020b). 
In well-controlled models, Jains reported better 
self-rated health than Hindus and Muslims. 
Group prayer outside of religious services was 
associated with better self-rated health and 
mental health, along with lower anxiety and 
anger. Giving and receiving love and care in the 
congregation was linked to better self-rated and 
mental health, along with lower anxiety. 
Experience of criticism from congregation 
members was associated with higher anxiety and 
anger. Many of these results follow patterns 
identified in studies of other groups, largely 
indicating that participation in group religious 
practices is related to good health. Congregations 
provide places for friendship, acceptance, 
reinforcement of cultural norms and beliefs, and 
experiences of the transcendent. They also 
provide relationships that can lead to practical 
forms of material support, such as financial 
assistance in hard times or help with 
transportation. 


This analysis also found religious service 
attendance was associated with higher levels of 
anxiety. One explanation that could be applied to 
this finding is the concept of “resource 
mobilization.” In short, when people experience 
distress, they turn to sources of support to find 
help, and oftentimes that means religious 
resources. Thus, increased anxiety would 
hypothetically lead to increased attendance as a 
form of coping. This cross-sectional pattern may 
have emerged in this population since Hindus, 
which form the bulk of the sample, attend public 
worship events at a lower level than adherents to 
many other major traditions; Hinduism does not 
emphasize regular temple visitation. As a result, 
it’s possible an uptick in attendance vis-a-vis 
anxiety was more readily identifiable in this 
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population because of the lower levels of baseline 
attendance. 


The second study on private religious beliefs and 
practices revealed a number of interesting 
findings (Kent et al., 2020). Yoga, gratitude, non- 
theistic spiritual experiences, closeness to God, 
and positive coping were associated with better 
self-rated health. Gratitude, non-theistic and 
theistic spiritual experiences, closeness to God, 
and positive coping were associated with better 
mental health; negative coping was associated 
with poorer mental health. Gratitude and non- 
theistic spiritual experiences were associated with 
less anxiety; negative coping and 
religious/spiritual struggles were associated with 
greater anxiety. Non-theistic spiritual experiences 
and gratitude were associated with less anger; 
negative coping and religious/spiritual struggles 
were associated with greater anger. 


The most consistent of these variables was non- 
theistic daily spiritual experiences, which was 
beneficially associated with all four of the 
outcomes. This measure assesses the degree to 
which an individual lives in the moment and 
makes spiritual connections between themselves 
and the world around them. For example, one 
item states, “I experience a connection to all of 
life,” and another reads “I am touched by the 
beauty of creation.” Such “in-the-moment” 
presence appears strongly related to well-being, 
regardless of one’s religious affiliation, and we 
have found that the measure may be well-suited 
for examining Dharmic faiths (i.e., Hinduism, 
Jainism, Sikhism, and Buddhism). There is some 
controversy over a potentially tautological 
association between non-theistic spiritual 
experiences and some mental health outcomes, 
leaving the door open for future research to 
explicitly examine these associations more 
closely (Koenig, 2008). 


The third study examined the extent to which 
people characterized themselves as religious 
and/or spiritual (Stroope et al., 2020a). 
Interestingly, we found that being both “very” 
religious/spiritual or “not at all” 
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religious/spiritual were associated with lower 
levels of anxiety and higher levels of self-rated 
health, whereas those identifying as “slightly” or 
“moderately” religious/spiritual reported higher 
levels of anxiety and lower levels of self-rated 
health. This non-linear pattern has been seen in a 
small number of other studies and reveals the 
possibility that those who are very secure in their 
faith and those who have no faith at all 
experience similar levels of mental health (Galen 
et al., 2011). It is those who are uncertain of their 
faith—those who are “somewhere in the 

middle”— that tend to report worse health. This 
makes a good deal of intuitive sense, since 
experiences of doubt or frustration in one’s faith 
are likely to be associated with various forms of 
ill health, as are experiences of being “out of 
sync” with family and friends that differ 
significantly on religious belief and practice. This 
dynamic between confidence in one’s religious 
commitments (or lack of commitments) and 
better mental health is also worthy of ongoing 
investigation among a variety of religious 
traditions. 


We participants in the partnership between the 
National Consortium on Psychosocial Stress, 
Spirituality, and Health and MASALA (along 
with other participating cohorts) are very hopeful 
that our collaboration will enrich our 
understanding of religion/spirituality and various 
psychosocial and clinical disease end points. We 
have only begun to examine these rich data and 
look forward to shedding more light on 
associations between R/S and health in the U.S. 
South Asian population in the coming years. 
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Addressing Systemic Biases: A Recent Student Perspective on 
Religion and Public Health 


Caitlyn GudmundsenU 


Editors’ Note: The PHRS Bulletin regularly features accounts and reflections from early 
career professionals in public health about their discovery, training, knowledge, work, 
and reflections upon spiritual and religious factors in public health. 


s the daughter of two ordained Baptist 
Aisi my faith has been at the core of 
my daily life and identity since birth. My 
parents instilled in me the value of asking hard 
questions and studying my faith academically, and 


it was my religious upbringing that motivated me 
to pursue a career focused on service. 


I found a love and interest for the field 
of public health during my 
undergraduate time at the College of 
William and Mary, and was drawn to 
holistic, empowering global health 
interventions. I was later introduced to 
the idea of “toxic charity” (Lupton, 
2011), and began to reflect on my own 
role in church missions, grappling with 
the notion that, though  well- 
intentioned, many of my faith-based 
efforts to help people likely did just the opposite, 
and reinforced systems of oppression, partly 
through their disproportionate emphasis on short- 
term relief rather than systemic improvement and 
empowerment. This epiphany led to my strong 
sense of calling to work at the intersection of 
religion and public health, and help foster 
connections between those two worlds to achieve 
better outcomes for those we aim to serve. 


I completed a dual Master of Public Health and 
Master of Divinity at Emory University, and was 
inspired by the Emory faculty’s commitment to 
interdisciplinary work. Before arriving at Emory, 
I had a narrow view of the intersection of religion 
and public health, but quickly learned it is much 
more complex and expansive than I could have 


Caitlyn Gudmundsen 


imagined. My coursework broadened my 
thinking, and I learned to better speak the 
languages of both fields, a critical skill for 
working at the boundary of the disciplines. 


While in graduate school at Emory, I had the 
opportunity to study at St. Paul’s 
University in Limuru, Kenya. I 
had an incredible professor at St. 
Paul’s named Esther Mombo, 
who is a thought leader on the 
impact of religion on HIV/AIDS. 
In many cases, religion has 
exacerbated the harm of the 
HIV/AIDS pandemic by shaming 
people living with the virus. 
However, religion is also a 
powerful way to make meaning 
and begin healing, and many 
African women theologians hold that the role of 
the church is to identify suffering in the world, 
name that suffering, and stand in solidarity with 
those who suffer. Standing in solidarity sometimes 
requires recognizing the pain religion has caused, 
and drawing on the strengths of faith to promote 
healing. 


I am now serving as the Director of Strategic 
Initiatives at Lutheran Services in America, where 
I oversee grants that engage health and human 
service agencies with Lutheran heritage. Like me, 
the people I work with are motivated by their faith 
to serve vulnerable populations. The grant 
programs I oversee require participating agencies 
to disaggregate their program data by race, and 
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identify gaps in their programming that may 
exacerbate disparities. 


I am finding that since George Floyd’s murder, 
many faith-based organizations we work with are 
more motivated than ever to address systemic 
racism, and the health disparities it creates. I am 
also learning that well-intentioned antiracist 
efforts must be self-aware — we must recognize the 
baggage our faith-based work often carries in 
communities of color. Applying what I learned in 
Kenya from African female theologians: it is only 
when we unpack the historical harm of organized 
religion on marginalized communities that we can 
stand in solidarity with those impacted 
communities, and then draw upon the immense 
power of faith to foster physical healing, as well 
as societal healing. 


As I seek to address and balance these powerful 
concerns and historical tensions, my education in 
public health and theology continues to provide a 
sturdy foundation. 
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Developing Evidence-based Spiritual Care 


Kelsey White"! and George Fitchett!! 


Editors’ Note: The PHRS Bulletin regularly features articles on the teaching of religion, 
spirituality, and public health. Healthcare chaplaincy is one of the many primarily 
clinically oriented professions that is allied with public health and has overlapping 
concerns. This article profiles a training program for health care chaplains that was 
offered in the School of Public Health at University of Illinois, Chicago. 


Developing Evidence-based Spiritual 
Care: Some Background 


or several decades chaplains have 
Pewenies the importance of research for 

better understanding and improving their 
work (Fitchett, 2002; Gleason, 2004; VandeCreek, 
1988, 1992; Weaver et al., 2008). Specifically, 
research helps chaplains evaluate and improve 
their clinical care (O’Connor and Meakes, 1998). 
Additionally, it helps chaplains describe their 
work and its impact to healthcare colleagues who 
look to research to guide decisions (Handzo et al., 
2014). Professional chaplaincy organizations have 
emphasized chaplains’ abilities to demonstrate the 
integration of research within clinical care and 
prioritize evidence-based practices, regardless of 
setting, by including research literacy and 
collaboration among their core Standards of 
Practice (Association of Professional Chaplains, 
Standards of Practice for Professional Chaplains). 
More recently, demonstrating basic research 
literacy was added to the competencies required 
for chaplaincy Board Certification (Association 
for Professional Chaplains, BCCI Certification). 


Despite these initiatives, for the most part 
healthcare chaplains remained primarily 
consumers of the growing research about religion 
and health and rarely contributors to it. A 
fundamental reason for this was that almost no 
chaplains had training in research. To address 
challenges posed by new needs and requirements 
for research capacity, one of the present authors 
(GF) and his colleagues launched _ the 
Transforming Chaplaincy project with funding 


from the John Templeton Foundation and, as you 
will see described below, created multiple avenues 
to expand research and research literacy within 
chaplaincy. To date, the Transforming 
Chaplaincy project has published a book to guide 
research literacy education, launched a resource 
website, guided research literacy efforts within 
chaplaincy education programs, and supported 17 
Fellows through public health degrees. In the 
following sections we sketch the history of the 
Transforming Chaplaincy project, its ongoing 
impact on professional chaplaincy and chaplaincy 
research, and describe implications for the field of 
public health. 


The Transforming Chaplaincy Project 


The Transforming Chaplaincy project began in 
2015 with grants from the John Templeton 
Foundation, and additional support from several 
professional chaplaincy organizations in the US. It 
was co-led by George Fitchett (Rush University 
Medical Center), who had trained in chaplaincy 
and epidemiology, and Wendy Cadge (Brandeis 
University), a sociologist of religion with an 
interest in chaplaincy (Cadge, 2013). 


The central component of the initial phase of the 
Transforming Chaplaincy project was Research 
Fellowships that supported 17 board-certified 
chaplains to receive a master’s degree from an 
accredited school of public health. The Fellows 
completed these degrees at schools of public 
health across the country, but they all completed a 
course titled Religion, Spirituality and Health: A 
Critical Examination, taught remotely through the 


24 


EVIDENCE-BASED SPIRITUAL CARE 


University of Illinois SPH. The 
course, described in a chapter in 
Doug Oman’s’ book, Why 
Religion and Spirituality Matter | 
for Public Health, provided an 
introduction to the literature 
about religion, spirituality and 
health (Lyndes, et al., 2018). 
Course activities included critical 
reading and presentations of 
published research and 
presentations by leading 
researchers in the field. The course challenged the 
Fellows to examine the mechanisms linking 
religion, spirituality, and health and provided a 
foundation for their future research. 


* 


Additional Accomplishments of 
Transforming Chaplaincy 2015-2019 
(Initial Phase) 


In addition to the 17 Fellows, the initial phase of 
the project also supported a number of initiatives 
to expand research capacity among chaplains 
throughout the US and around the world. We 
provided research literacy curriculum 
development grants to 68 Clinical Pastoral 
Education residency programs, approximately 
one-third of the chaplaincy training programs in 
the U.S. With grant support, these programs 
provided research literacy education to over 850 
chaplains in training plus 100 staff colleagues. In 
July 2018, we published Evidence-Based 
Healthcare Chaplaincy: A Research Reader 
(Fitchett, White & Lyndes, 2018), a book 
featuring 21 important chaplaincy research 
articles and currently in use as a text in chaplaincy 
research education around the world. 


Additionally, we created an eight-week on-line 
introductory course to research for practicing 
chaplains. Of the 98 chaplains who have 
completed the course, many report that the course 
sessions helped them to understand and apply 
research findings to their clinical context. We also 
developed an experiential week-long Chaplain 
Research Summer Institute (CRSJ) for practicing 


Transforming Chaplaincy Fellows at 2019 capstone meeting 


of 90 
participating from 2017 through 2019. 


chaplains, with a total chaplains 


Chaplains’ increased engagement with research 
has moved beyond educational opportunities. 
They have also eagerly taken advantage of online 
resources and expanded collaboration efforts. In 
November 2017, the project launched a chaplaincy 
research and _ research education website 
(transformchaplaincy.org). The site became the 
go-to space for chaplains and others to learn about 
research literacy and research design, to network 
and find research collaborators, and to build 
resources for the teaching of research and research 
literacy. In 2020, the website welcomed 12,864 
new users and garnered 45,571 page views. In 
addition to the website, we maintain an active 
social media presence as well as a monthly email 
newsletter with more than 2,000 subscribers. Our 
Twitter account makes, on average, 3,797 
impressions per month, with over 570 followers 
(@TransformChap1). These efforts help ensure 
that Transforming Chaplaincy reaches people at 
all points in their chaplaincy career, transforming 
how the profession communicates its role, and 
energizing those exploring their entry into the 
field. 


Ensuring a stable foundation for professional 
spiritual care also requires financial support that 
can initiate long-term viability and fund vital 
research. Building on the initial project activities, 
we secured $1.07M in support for additional 
initiatives, including a grant from the Luce 
Foundation to study the academic and clinical 
components of chaplaincy education (see Cadge et 
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al., 2019, 2020; Clevenger et al., 2020). In 
addition we completed a project supported by the 
Carpenter Foundation and others to study 
healthcare executives’ understanding and 
evaluation of their spiritual care programs. 
Reports from this project are currently under 
review. The need for research within chaplaincy 
goes beyond understanding the individual 
implications of spiritual care and requires that 
researchers engage in dialogue with healthcare 
administrators to ensure system-wide inclusion. 


Transforming Chaplaincy Research 
Fellows — Results 


By the end of the initial phase in 2019 the 
Transforming Chaplaincy project had supported 
17 Chaplain Research Fellows who completed a 
Master of Public Health or related degrees (see 
photo). These degrees were earned at a number of 
different schools including University of 
Michigan, University of Minnesota, University of 
Illinois, Emory University, University of South 
Carolina, Virginia Commonwealth University, 
and University of Louisville. As of the end of the 
fellowship program (June 2019), the Fellows were 
authors or co-authors of nearly 30 articles or book 
chapters (see below). Petra Wahnefreid Sprik, one 
of the Fellows, received 3rd prize in the 2018 
Spirituality & Public Health Student Essay 
Contest (Oman & Long, 2019). The Fellows also 
made over 100 presentations, including three at 
international meetings. 


As of Fall 2020, four of the Fellows are in PhD 
programs, and of these, two are PhD Candidates. 
These Fellows, with their schools/departments and 
areas of research, are as follows: 


Kristin Godlin is in the Community Health 
program at University of Illinois. The 
focus of Kristin’s research is on religious 
coping with Intimate Partner Violence 
(IPV). She has examined faith-related 
variables as predictors of posttraumatic 
growth in female survivors of IPV. Her 
dissertation will explore women’s 
conceptualizations of forgiveness and their 


relationship to three health outcomes: 
decisions to stay in abusive relationships, 
resilience, and well-being. 


Geila Rajaee is a PhD Candidate in the 
Department of Health Behavior and Health 
Education, University of Michigan, School 
of Public Health. Her research interests 
include spirituality/religion, chaplaincy, 
management of chronic disease, and 
behavioral interventions to improve health 
outcomes. Geila is particularly interested 
in preventable chronic diseases (e.g., 
diabetes) and the role of chaplains in 
mitigating and managing adverse health 
outcomes. 


Timothy J. Usset is in the Health Services 


Research, Policy & Administration 
program in the Health Policy & 
Management Division, University of 


Minnesota, School of Public Health. Tim 
has worked extensively with moral injury, 
spiritual distress, and posttraumatic stress 
disorder on numerous research projects 
and clinical areas within the Veterans 
Health Administration. In his PhD, Tim 
plans to expand his focus to examine the 
impact of moral distress, moral injury, and 
burnout on healthcare worker well-being 
and patient health outcomes. 


Kelsey White is a PhD Candidate in the 
Department of Health Management and 
System Sciences, School of Public Health 
and Information Sciences, at the 
University of Louisville. Her studies focus 
on health services research and 
organizational theory. Specifically, she is 
exploring how healthcare delivery systems 
provide access to professional spiritual 
care and utilize chaplains. 


The other 13 Fellows are working as chaplains or 
chaplain researchers in major medical centers 
across the country. Together the Fellows have 
substantially expanded the number of healthcare 
chaplains who can advance spiritual care through 
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research — operating as bridge builders between 
disciplinary fields. They are also active in teaching 
research literacy to their chaplaincy colleagues 
and chaplains in training. 


Continuing to Transform Chaplaincy 


Transforming Chaplaincy has built on its initial 
four-year phase and is becoming an on-going 
center for spiritual care related research and 
research literacy education for chaplains. Through 
Rush University Medical Center, we currently 
offer two on-line research literacy courses for 
chaplains covering topics of evidence-based 
spiritual care and research literacy. Recently 50 
staff chaplains from a large healthcare system in 
Texas all completed the first of these courses, and 
the other course has engaged an international 
audience with chaplains from Europe and 
Australia. We plan for the in-person Chaplain 
Summer Research Institute to resume in the 
summer of 2022. 


The second ongoing focus for Transforming 
Chaplaincy is supporting chaplains to directly 
apply their newly enhanced research skills in 
interdisciplinary and spiritual care research 
efforts. To accomplish this we developed eight 
research networks that bring together chaplains, 
chaplain researchers, and  non-chaplain 
researchers who share an interest in a common 
area. Among the areas addressed by the networks 
are spiritual care in hospice and palliative care, 
spiritual care in cancer care, including out-patient 
care, and spiritual care for people who have 
experienced trauma.. We are also building new 
initiatives around spiritual care in the Covid-19 
pandemic and examination of racial differences in 
spiritual care. We are eager to have non-chaplain 
clinical and research colleagues participate in the 
networks. More information about the networks 
and how to join them is available at the 
Transforming Chaplaincy website. 


Seeking Partners 


Finding funding for research about spiritual care is 
at least as challenging as finding funding for 


research about religion, spirituality and health. For 
Transforming Chaplaincy, a key strategy for 
advancing this research is to develop partnerships 
with interested research colleagues and 
organizations. We have begun to _ build 
partnerships with clinicians and researchers in 
some areas such as palliative care. We are eager to 
expand these partnerships and networks and 
would welcome hearing from readers of the 
Bulletin who would like to know more about our 
work or to explore potential collaborations. To 
stay informed about our work we invite you view 
our website where you may also sign up for our 
monthly Transforming Chaplaincy newsletter 


(www.transformchaplaincy.org/). 
Chaplaincy Research in the 21st Century 


Enhanced research on chaplaincy holds promise 
for fostering improved integration of chaplaincy 
with other professions and activities within 
healthcare systems, and enhancing systemic 
functioning and patient outcomes in ways that 
have long been recognized as vital by public 
health. The utilization of research within 
healthcare chaplaincy will continue to evolve as 
chaplains, at all stages of their careers, expand 
their research literacy and integrate in research 
communities. We hope that these efforts not only 
provide a strong evidence-base for spiritual care, 
but that we also begin to see chaplains assume a 
more prominent role within public health 
education and community public health efforts. 
Future research must expand beyond examining 
the importance of religion and spirituality for 
health, and examine chaplaincy care within public 
health services, such as preventative screening, 
and chaplaincy care at the organizational 
level. For example, such research may explore 
how chaplaincy care influences utilization of 
preventive health services, adherence to medical 
treatments, or advance into health economic 
evaluation to document the cost-benefit or cost- 
effectiveness of chaplaincy interventions (Oman 
& Brown, 2018). As chaplaincy research grows so 
does chaplains’ integration and collaboration with 
public health professionals and with professionals 
across the spectrum of healthcare delivery. 
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Transforming Chaplaincy is one example of work 
that attempts to link a variety of interlocking 
fields: spiritual care, clinical care, public health, 
and research. We hope that our efforts embolden 
others towards initiatives that build cross- 
disciplinary skill sets that can expand and deepen 
our shared capacity to care for all aspects of 
human health and wellbeing, particularly in times 
of struggle. 
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Resources & Updates: Fall 2020 


PHRS Staff 


Editors’ Note: This 


section 


emphasizes 


resources at the intersection of 


religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 


more content, and _ please send 


new potential 


content to this section 


to: PHRSadm1I@publichealthrs.org and phrsadmin0@publichealthrs.org 


COVID-19, Religion, and Public Health 


In this issue: Doug Oman, Covid-19 and 
Religion/Spirituality: A Global Review from 


a Public Health Perspective (please see bibli- 
ography for an expanded list of resources) 
PHRS Board Member, Susan Holman, 
Disease, Community, and Grief in a COVID- 
19 World 

International Dialogue Centre (KAICIID), 
Interfaith Dialogue in Action on COVID-19 
Essay by Mark Faries, Texas A&M Professor 
of Behavioral and Lifestyle Medicine: 
Voices: COVID-19 and the concern of 
chronic disease in the church 

Essays reflecting on tensions between 
COVID-19 restrictions, illness prevention, 
and Eucharist in Orthodox Christian com- 


munities: Public Orthodoxy and Eucharist 
and Do the Sacraments Prevent IIIness? 


November 2020: Spirituality, religiosity and 
the mental health consequences of social 


isolation during Covid-19 pandemic 
(Lucchetti et al.), International Journal of 
Social Psychiatry 

October 2020: National Well-Being Measures 


Before and During the COVID-19 Pandemic 
in Online Samples (VanderWeele et al.), 


Journal of General Internal Medicine 
October 2020: Coping with Racism: a 
Perspective of COVID-19 Church Closures 
on the Mental Health of African Americans 
(DeSouza et al.), Journal of Racial and 
Ethnic Health Disparities 

October 2020: Relationships between 
religion/spirituality and mental health in 
youth during COVID-19 (Kang et al.), 
Journal of the American Academy of Child 
and Adolescent Psychiatry 


September 2020: Emergency department 
approach to spirituality care in the era of 
COVID-19 (Pierce et al.), The American 
Journal of Emergency Medicine 

e July 2020: The role of spirituality in the 
COVID-19 pandemic: a spiritual hotline 
project (Ribeiro et al.), Journal of Public 
Health 

July 2020: A look at the first quarantined 


community in the United States: Response of 
religious communal organizations and 


implications for public health during the 

COVID-19 pandemic (Weinberger-Litman et 

al.), Journal of Religion and Health 

June 2020: Religion as a Health Promoter 

During the 2019/2020 COVID Outbreak: 

View from Detroit (Modell & Kardia), 

Journal of Religion and Health 

e May 2020: COVID-19 Epidemic and 
Spirituality: A Review of the Benefits of 
Religion in Times of Crisis (Fardin), 
Jundishapur Journal of Chronic Disease 

e For more COVID-19/PHRS resources, please 
see the PHRS resource page: 
http://www.publichealthrs.org/resources/ 


New Research & Materials 


e November 2020: Mantram Repetition as a 
Portable Mindfulness Practice: Applications 


During the COVID-19 Pandemic (Oman et 
al.), Mindfulness 


e November 2020: Integrating spirituality and 
mental health: Perspectives of adults 
receiving public mental health services in 
California (Yamada et al.), Psychology of 
Religion and Spirituality 

e October 2020: Forgiveness of others and 
subsequent health and well-being in mid-life: 
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a longitudinal study on female nurses (Long 
et al.), BMC Psychology 


October 2020: Policy Brief: Religious 
Networks, Their Impact on SDGS (SDG17), 
and the Challenges for the International Legal 
Order (Petkoff et al.), Think20 Saudi Arabia 
October 2020: USAID Evidence Summit on 
Strategic Religious Engagement Research 


Papers 
October 2020: Second Victims: Aftermath of 


Gun Violence and Faith-Based Responses 
(Galiatsatos et al.), Journal of Religion and 
Health 

September 2020: Exploring the Impact of 
Religion and Spirituality on Mental Health 
and Coping in a Group of Canadian 
Psychiatric Outpatients (Adams et al.), The 
Journal of Nervous and Mental Disease 


August 2020: Religious-service attendance 
and subsequent health and well-being 


throughout adulthood: evidence from three 
prospective cohorts (Chen et al.), 
International Journal of Epidemiology 
August 2020: The International NERSH Data 
Pool of Health Professionals’ Attitudes 
Toward Religiosity and Spirituality in 12 
Countries (Korup et al.), Journal of Religion 
and Health 


July 2020: Spiritually Motivated Self- 
Forgiveness and Divine Forgiveness, and 


Subsequent Health and Well-Being Among 
Middle-Aged Female Nurses: An Outcome- 


Wide Longitudinal Approach (Long et al.), 
Frontiers in Psychology 


June 2020: Building towards common 
psychosocial measures in U.S. cohort studies: 


principal investigators’ views regarding the 
role of religiosity and spirituality in human 
health (Shields & Balboni), BMC Public 
Health 


April 2020: Effects of Religious Service 
Attendance and Religious Importance on 


Depression: Examining the Meta-analytic 
Evidence (VanderWeele), The International 
Journal for the Psychology of Religion 
March 2020: Antecedents of purpose in life: 


Evidence from a lagged exposure-wide 
analysis (Chen et al.), Cogent Psychology 


January/February 2020: A Pilot Study on 
Sleep Quality, Forgiveness, Religion, 
Spirituality, and General Health of Women 
Living in a Homeless Mission (Brewer- 
Smyth et al.), Holistic Nursing Practice 


Articles, Commentaries, Interviews, 
Webinars 


WHO Special Bulletin Call for Papers on 
Behavioural and Social Sciences For Better 
Health. Manuscript submission open until 
December 31, 2020. 

Podcast, “Religion as a Social Determinant of 
Health” with Ellen Idler, Recorded Talk from 
October 23, 2020 

Conversations in Religion and the Healing 
Arts, Recorded event from Valparaiso 
University, Oct 14, 2020 

Lecture by Prof. David Nirenberg, Dean of 
the University of Chicago Divinity School: 
What Pandemics Mean for Religion, 
Recorded Talk from July 2, 2020 


Upcoming Conferences & Conference 
Minutes 


UPCOMING: Virtual Conference on 
Religion and Medicine, March 22-24, 2021: 
Abstracts open until Dec 1: 
http://www.medicineandreligion.com/ 
UPCOMING: International, interfaith, 
interdisciplinary “virtual” symposium: 
“Fostering Faith, Forgiveness and Flourishing 
for Victims of Childhood Sexual Abuse” 
April 8-10, 2021. Keynote address by Rev. 
Dr. Denis Mukwege, 2018 Nobel Peace Prize 
Laureate. This event aims to provide a 
diverse range of topics and research from a 
variety of faiths, disciplines, and 
perspectives. For presenting a case study or 
research paper please see further details and 
upcoming submission deadlines at: 
https://hfh.fas.harvard.edu/S ymposium-On- 
Child-Abuse 

PAST: American Public Health Association 
Annual Meeting, October 24, 2020: Business 
Meeting of the Caucus on Public Health and 


the Faith Community 
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Editors’ Introduction: Spring/Summer 2021 Issue #4 


N J elcome to the fourth issue of the Public 
Health, Religion and_ Spirituality 
Bulletin (PHRS Bulletin), published by 

the Public Health Religion and Spirituality 


Network (PHRS Network). 


This issue is short but sweet. It begins with an 
interview with Ellen Idler, Director of the Religion 
and Public Health Collaborative at Emory 
University, where she is also Professor in the 
Departments of Sociology and Epidemiology. She 
describes what led her into the field of 
religion/spirituality and public health, and how 
Emory became a nationwide leader in this field, 
offering more coursework and programs than 
perhaps any other university in North America. 
Next is an article authored by early career 
professional Christina Gebel, who describes how 
she has brought together her passion for public 
health and her religious identity. This issue closes 
with our updated resource article highlighting new 
empirical work, upcoming conferences, recent 
conference proceedings, and COVID-19 related 
resources. 


The last time we released an issue in November 
2020, the world was well into the COVID-19 
pandemic and uncertainty was abundant. Happily, 
through heroically accelerated yet effective 
vaccine development and dissemination, and 
many other public health preventative measures, 
the United States is thankfully in a different 
position than we were only 8 months ago. Much 
of the country is cautiously reopening and attuning 
itself to a ‘new normal’ — yet we are aware that 
internationally, many challenges remain, 
including shortages of vaccines in many countries. 
We hope that our readers everywhere are healthy 
and as safe as possible, and that all of us working 
together — faith-based organizations, health 
professionals, and the general public everywhere 
— can soon bring widespread safe reopening to 
large and small communities everywhere. 


We wish to thank you for being a crucial part of 
the PHRS network. These bulletins would not be 
possible without you! As 2021 continues on, we 
urge all our readers to enjoy the northern 
hemisphere summer months and, if able to do so, 
to receive their vaccinations or find trusted and 
evidence-based resources to learn more if desired. 


Sincerely, 
Angela and Doug 


Angela Monahan, MPH 
angela monahan@berkeley.edu 


angela.grace.monahan@gmail.com 


Assistant Editor 


Doug Oman, PhD 
dougoman@berkeley.edu 


Coeditor 
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Interview with Dr. Ellen Idler 


Angela-Maithy Nguyen,“ Lena Musoka,”! and Angela Monahan"! 


Editors’ Note: We are pleased to present the fourth in PHRS Bulletin’s series of featured 
interviews with influential contributors who have shaped the field of public health, 


religion, and spirituality. 


e€ present an interview with Ellen Idler, 

\ \ | PhD, Director of the Religion and 

Public Health Collaborative, and 

Professor in the Departments of Sociology and 

Epidemiology at Emory University. Dr. Idler was 

interviewed for the PHRS Bulletin by graduate 

students Lena Musoka and Angela-Maithy 

Nguyen of U.C. Berkeley, working in conjunction 

with Angela Monahan, an ASPPH/CDC fellow at 
the Department of Human and Health Services. 


Angela-Maithy Nguyen: For your 1985 doctorate 
in sociology at Yale, your dissertation was titled 
“Cohesiveness and Coherence, Religion, and the 
Health of the Elderly’; at that time, there were 
very few scientific publications focused on 
religion, spirituality, and health. How did you 
become involved in this field and what was it like 
for you to work in this research area at that time? 


Ellen Idler: I’m a preacher’s kid; I guess you 
could say I was always somewhat familiar with 
and interested in religion because I, more or less, 
grew up in a church. My father was a Presbyterian 
pastor, and was a very progressive social justice 
activist involved in civil rights and protests against 
the Vietnam War. That was the kind of household 
that I grew up in. I went to a Presbyterian college 
and the year after graduating, I got a Rockefeller 
Brothers Fellowship and studied for one year at 
Union Theological Seminary. Although I don’t 
have a Master’s of Divinity, I did all the first-year 
coursework for an M.Div. and decided that wasn’t 
really for me. It was a very important institution; 
Union Theological Seminary is just a treasure. 


Then, I went to Rutgers for a year. I worked on a 
project with Peter Berger, who was a very well- 
known sociologist from the mid-to-late 20th 
century. I worked on a project on health, one of 
several on a larger project on “mediating 
structures”. Religion is one of the mid-level social 
institutions that people have a voice in and bring 
agency to individuals, but at a scale that allows 
them to have ownership and authority within it 
because it’s facing both ways. Religious groups, 
for example, face 
their congregation 
members but they 
also have a public 
and community 
presence that’s 
important. They 
have an upward- 
facing, as well as a 
downward-facing 
presence. It was a 
policy project, I 
was on the health panel. Because of my 
background in sociology, I did think a lot about 
Emile Durkheim and the power of social 
institutions, the strong overlap between religion 
and society, and how you can’t consider one 
without understanding the other. I started 
developing some ideas about how if religious 
groups protect people against suicide, maybe 
suicide is not the only health outcome you could 
look at. I was jumping off of Durkheim to get 
some ideas about society, especially in the form of 
religious groups and their protective effects on 
health. 


Ellen Idler 
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I started graduate school in 1979, the same year 
that Lisa Berkman and Leonard Syme published 
the landmark paper on social networks and 
mortality. Their findings were that social ties were 
just as important as whether you smoked or got 
enough sleep or not, in terms of health outcomes. 
I was very privileged that I was starting as a 
graduate student while Lisa Berkman was a 
faculty member. She began the Yale Health and 
Aging Project, and I was able to use the data from 
that large community study. I should also mention 
the very important role of Stan Kasl, with whom I 
co-authored a number of papers. He was a 
professor at Yale and a member of the faculty 
group working on the Yale Health and Aging 
Project. It was because of him that there were five 
questions about religion in the Yale version of 
those studies. I was really fortunate that the topic 
I wanted to study was being included in the 


anything, they had religious attendance. I’m a 
sociologist, so religious social participation is the 
most important part of it to me, but there has 
been a huge amount of work put into measuring 
the different dimensions of religion. I think many 
people in psychology want to have a scale so they 
can reduce error, but if you have a very 
multidimensional phenomenon, creating a scale 
that is measuring a whole bunch of different 
dimensions and adding them up together isn’t 
going to help you at all — especially when some 
of the dimensions of religion are associated with 
worse health outcomes and others are associated 
with better health outcomes. If you add them 
together, you’ll get absolutely nothing. Today 
there’s a lot more sophistication in terms of 
measurement of religion and of the wide variety 
of health outcomes that are available, not only 
physical and mental health but also health 


If anybody wants to go into this field, there’s a lot to 


draw on. 


— Ellen Idler 


survey. Sociology of religion is a big thing in 
sociology, right? Sociology of health and 
medicine is another, but nobody had really put 
them together. Although I felt like I was kind of 
on my own figuring it out, I didn’t have any 
opposition from the department. I had good 
mentors. They were letting me do my thing. 


Lena Musoka: Since your dissertation, how have 
you seen the field of religion, spirituality, and 
health change? 


Ellen Idler: Well, there’s a lot of research in that 
area now that wasn’t there before. I’ve been 
working on a big project doing systematic 
reviews of different literature on religion and 
health, and there’s a vast number of people 
engaged in studies of every different kind of 
health outcome. The early studies didn’t have 
many religion variables to study; if there was 


behaviors and practices. There’s a very large 
body of good research now. If anybody wants to 
go into this field, there’s a lot to draw on. 


Angela Monahan: Was spirituality always a part 
of the field, or did it gradually expand from 
religion and health to spirituality and health? 


Ellen Idler: That’s a big subject. No, the early 
studies didn’t have measures of spirituality. For 
example, if you go back to the Alameda County 
Study, the measure that they had was of social 
ties because all they were trying to do was have 
religious group membership be one type of social 
tie in a social network index. They didn’t 
particularly care about people’s interior life and 
didn’t even know if they were Protestant, 
Catholic, Jewish, other, or none. Most of the 
time, researchers didn’t really know anything 
about the communities they were studying people 
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in. Some studies were of just one religious 
group’s health compared with the general 
population, so they weren’t representative at all. 
Spirituality was not being asked about by any of 
these earlier studies. Coming from studying older 
populations, as I did with the Yale Health and 
Aging Project, if you ask older people ‘how 
religious are you?’ and then ask them ‘how 
spiritual are you?’, they will just look at you like 
you’re crazy and ask why you are asking them 
the same question. The two concepts are not 
different for many people, so there’s complete 
overlap. I think including a spirituality question 
is a good and really important thing, but it 
doesn’t have anywhere near the power to explain 
health outcomes that religious attendance does. 
It’s really the variable about social contact and 
membership in a community group that makes 
the difference for health, certainly for the 
strongest outcome of all-cause mortality. The 
other more subjective measures about intrinsic 
religiosity, how often people pray, private 
practices, and self-identity characterizations don’t 
have the same health effects. 


Angela Monahan: Speaking about measures, 
you were involved in a working group assembled 
by the Fetzer Institute and National Institute of 
Aging for the book that was prepared on 
measures of religion and spirituality. What was 
that experience like? 


Ellen Idler: The Fetzer Institute called together 
some really good people who wanted to improve 
the measurement of religion to figure out what 
the “active ingredient” was. Fetzer gave money 
so that we could have a module in the General 
Social Survey (GSS) in 1998. The GSS allows 
people to buy time on the survey. Normally, you 
would field a lot of items to get data to analyze, 
and you would make scales and look at your 
alphas to decide what the really good measures 
were — but there were limited funds, so we had to 
come up with a brief version of the measures. I’d 
say the most valuable product of that group 
would be the article that was in Research on 
Aging that analyzed the data. 


It was our very good luck that Mark Chaves at 
Duke University fielded the National 
Congregation Study that same year, in 1998, 
within the GSS. There were tons of questions on 
religion. They did hyper-network sampling. If 
people said that they were a member of a 
congregation, they would ask what congregations 
they were members of. The initial sample was 
probabilistic — it was a randomly selected 
representative sample of the US population. 
Through those individuals, they got the identities 
of congregations, and then they went and asked 
questions to people at the congregations that were 
identified. There’ ve been three follow-ups since. 


In any case, we landed in the 1998 GSS, and it 
was a good way to see what some of those 
different dimensions were, but there’s always a 
whole lot of competition for space on any survey. 
We’re mostly talking about surveys because 
public health and sociology mostly do that. Every 
survey is a huge investment, and if you really 
want good health measures, that takes a lot of 
time in a survey. So, you can see why something 
like religion isn’t going to be able to get more 
than just a very small amount of time on any 
health survey. As I said, attendance is the most 
common item, but it’s a really good one. If 
you’re putting your survey together, just be sure 
you put attendance in, and religious affiliation as 
well because it gives you some idea about the 
representativeness of the sample. However, it’s 
really better to have population-representative 
samples, which will have religious diversity in 
them. 


Angela-Maithy Nguyen: In 2009, you moved 
from Rutgers University to Emory University, 
becoming Director of the Religion and Public 
Health Collaborative. How did the opportunity 
arise for you? 


Ellen Idler: Well, it was a wonderful opportunity. 
In 2006, Emory University received a very large 
gift from two researchers who had discovered one 
of the most important drugs for HIV/AIDS. They 
turned the patent over to the university, which 
meant that gazillions of dollars came to the 
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university. They built some buildings with it, but 
they also had proposals for ‘strategic initiatives’ 
that had to be interdisciplinary for which faculty 
members across the university could put in 
proposals. One of the proposals was for the 
Religion and Public Health Collaborative, which 
was successful because there was such a strong 
history coming at Emory prior to that; but also 
from the Carter Center before that. Back in 1989, 
William Foege, one of the gods of public health, 
was the director of the Carter Center. He and 
President Carter organized an _ interfaith 
conference on religion and health called the 
Church’s Challenge in Health. The Atlanta 
Interfaith Health grew out of that, and then it 
became the Interfaith Health Program. The 
Interfaith Health Program stayed at the Carter 
Center until 2000. They did a lot of community 
projects, especially on vaccination and other 
drives that could be organized with faith groups. 


In 2000, the program moved over to the Rollins 
School of Public Health so that they could expand. 
Then the opportunity for the strategic initiative 
came along and a group of faculty, including Carol 
Hogue, Mimi Kiser, John Blevins, Karen Scheib, 
Emmanuel Lartey, George Grant, and others put 
their heads together and said, ‘well, we could 
propose a dual degree program between Candler 
School of Theology and the Rollins School of 
Public Health, we could get a certificate, could 
have faculty members teaching all these new 
courses, and we could hire somebody’ — and they 
hired me. I so admired the institution and the 
approach of the Interfaith Health Program 
because, to me, it took my thinking about religion 
and health to a whole other level of not just 
considering only individual health outcomes, 
which was all I ever thought about. Yet, here was 
a group that was thinking about what 
organizations do to promote public health. People 
in public health really like to organize, and guess 
what? That’s what people in religion do, too. They 
are so good at organizing things. 


The idea is that very important things can happen 
from organization to organization, but public 
health and religion don’t necessarily always get 


along very well, trust each other, or know how to 
work together. That’s always a problem in HIV 
and women’s reproductive health; those have been 
areas of contention and conflict. Religion has a 
bad name in public health.“! Sometimes public 
health researchers work in religious communities, 
take advantage of them, and don’t ever give 
anything back — they just use people. There is a lot 
of mistrust on both sides, understandably. It 
seemed as if an opportunity for educating students 
to work on both sides was needed. Some students 
get Candler degrees and some get public health 
degrees, but the idea was for them to be in classes 
together. In my class, there are Rollins MPH 
students from global health or epidemiology, and 
then there are Candler students and Sociology 
students. They get to understand each other’s 
training and preparation for their leadership roles. 
Rollins is a premier school of public health, and 
Candler is a premier school of theology — these 
people are going to be leaders in their careers. The 
idea of promoting the openness that leaders can 
have to work with others outside of their own 
sector is the kind of thing that I hope we’re 
investing in to get there. They are students now, 
but they’re going to be leaders; I just know they 
are — they’re fantastic people. I think that having 
an understanding or some kind of common 
language and learning how to build bridges is 
going to be a really important thing for public 
health. 


Angela-Maithy Nguyen: We like to hear that, and 
I liked that you mentioned the bridge. We need to 
have more of that bridging across students and 
across different programs. 


Ellen Idler: Every year, we have a graduation 
ceremony for students getting their certificates! 
and dual degrees. Emmanuel Lartey [a faculty 
member at Candler], who is Ghanaian, has 
somebody who makes these stoles for him. 
They’re made of Kente cloth and say “Religion 
and Health at Emory” on them. They’re so cool 
and outrageously great. Every year I make a few 
remarks and say, “we hope that you’re going to go 
forth to be master bridge builders because the 
bridges are so important.” It’s a great metaphor for 
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Emory because Emory has this huge bridge that 
goes over the railroad tracks that run right through 
the center of campus and separates the health 
sciences from the college and law school. People 
walk across that bridge all day long; I have crossed 
it many times. The bridge builder is a kind of 
natural Emory metaphor for that, but we also hope 
our students become faithful translators. I think 
the translating of language from public health to 
religion and back again is really important for 
people to be able to faithfully and honestly 
understand the context of why people say things 
the way they do and to be able to explain to others 
who maybe don’t. I think that’s really important. 


Angela-Maithy Nguyen: Can you briefly share 
information about some of the current or ongoing 
projects that the Religion and Public Health 
Collaborative are currently supporting? 


Ellen Idler: We just did a really neat paper on 
religious responses to COVID-19 — using 
quantitative computational text analysis of New 
York Times articles that mentioned religion in the 
first six months. We compared that with the 
guidelines from the World Health Organization 
and the CDC for faith communities and with the 
statements or guidance that was provided on the 
websites of religious groups. It was really 
fascinating. Sentiment analysis has a dictionary of 
terms of value. You can analyze massive amounts 
of text using it. I had two smart graduate students 
helping me do this — it was really fun. So, I hope 
that’s going to come out soon. I have been writing 
some other papers about secularization and 
religion and health research, which I think is also 
a pretty important topic. 


Lena Musoka: In 2014, you published a book that 
you titled “Religion as a Social Determinant of 
Public Health.’ What was that experience like? 
Why did you title the book “...determinant of 
public health” rather than simply “...determinant 
of health”? 


Ellen Idler: That’s a good question. ‘Social 
determinants’ had to be in the title, we really 
wanted to address it to a public health audience — 


in fact, many of the authors are from the School 
of Public Health. The first year I got to Emory, 
we had a once-a-month faculty meeting where 
different people would share what they were 
working on. That was fun, but we were just 
talking to each other. So I thought, “We have all 
these great people here. Why don’t we do a 
book?”. Usually, when you have an edited 
volume, it comes from a conference or someplace 
where you invite people to send papers, so there 
isn’t any growth or development of the papers in 
the context of each other. I had a fully formed 
vision of what the book should look like, but we 
had to get people signed up to write the chapters. 
People were so nice — they didn’t even know me, 
I was new, but they agreed to it. For example, 
Abdullahi An-Na’im, who is from Sudan, is one 
of the world’s experts on Islamic law and a 
professor at the law school. We were doing these 
short religious practice chapters and we wanted 
people who had a deep knowledge of those 
religious practices. Somebody suggested I should 
be in touch with him to get him to write a brief 
chapter about Ramadan fasting. People study the 
health effects of Ramadan fasting, and billions of 
people all over the world are doing it, so it 
qualifies as a religious practice that could have 
big population health effects. We had coffee and 
I said we’d like you to just write about the lived 
experience — the concrete bodily experience of 
Ramadan. He wrote this beautiful chapter about 
when he was an adolescent. It’s a very big thing 
for people to decide that this is going to be their 
first Ramadan, that they’re going to fast for the 
first time. 14 to 15-year-olds have to make a 
decision if they’re going to try, or if they’re 
going to declare that they’re doing it. It’s really 
hard, and I had never thought about it before. 


Lena Musoka: That is great. We know that 
Emory’s Religion and Public Health Program has 
international ties, especially with various African 
countries. Could you tell us how you’ve been 
involved with Emory’s international project and 
specifically your work with African countries? 
How was your experience navigating the religion 
and spirituality fields in regions like Africa, 
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where culture and religions are deeply 
intertwined? 


Ellen Idler: Well, that’s a great question that I 
don’t really know the answer to! I have never 
been to Africa. I have not had much to do with 
those programs, but the Interfaith Health Program 
absolutely has and they have had the President’s 
Emergency Plan For AIDS Relief (PEPFAR) 
contracts and worked very extensively with the 
church health organizations of a number of 
African States. John Blevins has been principal 
investigator on the PEPFAR grants and most of 
the time, he works on a Gates Foundation project 
called the Child Health and Mortality Prevention 
Surveillance (CHAMPS), to reduce mortality of 
children under five. They have projects in Africa 
and Asia, and they want to do autopsies on 
infants and young children for this project to 
better understand the causes of mortality. You 
can imagine how difficult getting the agreement 
of parents is. Understanding the cultural and 
religious context of the parents and having 
trainers and people who work for the study that 
can speak about all of these significant issues is 
really important. 


Angela Monahan: Is Emory’s attention to 
religion, spirituality, and health part of a larger 
set of initiatives to address the importance of 
religion in American life and in the larger world? 


Ellen Idler: Yes, I would definitely say that it is. 
The Candler School of Theology has a very big 
emphasis on public theology now and have Theo 
Ed Talks, the equivalent of TED Talks. They’re 
also applying for a Lilly Endowment grant now 
too. There’s not necessarily a health dimension to 
some of it, but in terms of public scholarship — 
yes. I think because of the proximity of things on 
the campus, you can walk from any part of 
Emory to any other part of Emory. You can walk 
to the Centers for Disease Control and Prevention 
(CDC) — it’s right across the street. There’s more 
likelihood of people getting to know each other 
across the schools than there is at another 
university where they are far apart from each 
other; not walkable at all and people don’t know 


each other. The faculty of Emory’s Department 
of Religion and the faculty from Candler form 
this giant Graduate Division of Religion. I would 
say that the study of religion is taken enormously 
seriously — the Dalai Lama is a faculty member 
for instance. World religions are a very important 
thing, besides the professional school, for 
preparing people for the ministry. I had come 
from a state university and noticed a big 
difference. I also came from the North, from a 
very secular New Jersey with its state university 
that had hardly any religion department at all, to 
Emory where there were all these leading 
scholars of religion and culture. Being in the 
South, there’s a whole lot more religiosity than 
there is in New Jersey — it was definitely 
different. I felt like it was a much bigger 
intellectual space because people could talk about 
religion, without it being stigmatized, as it often 
is in our secular universities. 


Angela Monahan: The field of religion, 
spirituality, and public health partly overlaps with 
medicine and clinical psychology. There is a 
whole list of fields concerned with the clinical 
implications of religion and spirituality, but what 
do you see as the most important and distinctive 
questions addressed in the field of religion, 
spirituality, and public health? 


Ellen Idler: We do work closely with people in 
the School of Medicine, and George Grant, the 
Director of Spiritual Health for Emory 
Healthcare is a member of the RPHC executive 
committee. He just organized a really great 
webinar called Sacred Work. I was one of the 
speakers with Emmanuel Lartey, a faculty 
member from Candler, and we were speaking 
from the religious side about the kind of sacred 
work that people do in public health and 
medicine and what individuals and organizations 
are able to accomplish. The chaplaincy service at 
Emory comes under George Grant’s purview. 
We’ve done some research with the chaplains. I 
also work closely with Emory’s Palliative Care 
Center. There is a clinical facing part of what we 
do. The provision of health services for people in 
the community is public health. Health systems 


9 


NGUYEN, MUSOKA ET AL. 


have an important role, and need to make a place 
for the religion and spirituality of patients. 


Angela Monahan: Religion and spirituality can 
be a part of any field really, it’s very broad. That 
was all of our questions — you’ve given us a lot of 
good information and stories! 


Angela-Maithy Nguyen: Thank you for being 
very open and for sharing your thoughts and 
experiences with us. We really appreciate it, and 
I think our readers will appreciate this interview 
as well. 


Ellen Idler: You’re very welcome. It was 
certainly my pleasure. Good luck to everybody. 


This interview with Dr. Ellen Idler took place over 
Zoom on April 9, 2021. The transcript has been 
edited for clarity and brevity. 


[1]}-Angela-Maithy Nguyen, MPH, is a third-year 
doctoral candidate in the School of Public Health 
and was a 2020-2021 trainee in Public Health, 
Religion, and Spirituality Traineeship at the 
University of California-Berkeley 

(angela nguyen@berkeley.edu). 


[2]}-Lena Musoka, MPH, is a recent graduate of 
the master’s program in the School of Public 
Health and the Public Health, Religion, and 
Spirituality Traineeship at the University of 
California, Berkeley (lenamusoka@gmail.com). 


[3}-Angela Monahan, MPH, is an ASPPH/CDC 
fellow at the Department of Human and Health 
Services, and a graduate from the Infectious 
Diseases and Vaccinology master’s program and 
the Public Health, Religion, and Spirituality 
Traineeship at the University of California 
Berkeley (angela.grace.monahan@gmail.com). 


[4]-See article by Christina Gebel (this issue: 
http://www.publichealthrs.org/a023/) for an 
account of recent experiences of the reputation of 
religion in public health. 


[5]}See Dr. Idler’s article in the first issue of this 
Bulletin about the 2019 Emory commencement 


ceremony for religion and public health graduates 
(Idler, 2019, http://www.publichealthrs.org/a002/). 
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Showing Up as My Whole Self: Finding a Way to Marry 
My Public Health Career with My Religious Identity 


Christina Gebel! 


Editors’ Note: The PHRS Bulletin regularly features accounts and reflections from early 
career professionals in public health about their discovery, training, knowledge, work, 
and reflections upon spiritual and religious factors in public health. 


the mostly White suburbs of Cincinnati, Ohio 

where all the kids went to either the public 
school or one of the dozens of Catholic parish 
schools, scattered about the city and beyond. I 
went the way of many of my childhood peers: 
Catholic same-sex high school, then Catholic 
university, and all within a farther, 
yet similar, radius of living in 
Midwest cities along the way. It 
would be fair to say that I was the 
fish, and I never really noticed the 
water I swam in. 


grew up in a very homogeneous environment: 


One of the experiences _ that 
changed all of that was attending | 
Boston University School of [oi 
Public Health for my MPH, my 
first time attending a school that 
did not have a Catholic affiliation and living in a 
city in a quite different part of the country. Boston 
and graduate school wooed me from the 
beginning: I had never lived so close to the coast 
and Boston seemed to have limitless brilliant 
people simply going about their lives and doing 
groundbreaking things in their respective fields. 
The water was entirely different, and the tank was 
much, much bigger. 


As I went through my degree and eventually my 
public health career, I felt a subtle yet tangible 
piece of me missing: my identity as a Catholic; an 
identity I had nurtured since childhood, and had 
eventually led me as an undergrad at Saint Louis 
University to study theology. While the East Coast 
setting stretched my brain in so many ways, I 
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found myself shutting off my theology brain in 
order to better fit into a field that sometimes made 
religion — and, as I felt most personally, 
Catholicism — the butt of jokes around a meeting 
table. Religion was seemingly viewed as little 
more than the opponent in a battle for reproductive 
access and rights. 


When I was about to resign myself to 
the fact that I would never come to the 
field as my whole self, a public health 
practitioner and a lifelong Catholic, a 
few instances of hope found me. The 
first was when a professor of mine, 
who taught a course on reproductive 
advocacy, asked if I could summarize 
the Catholic viewpoint on abortion so 
el the students could understand it or at 
least, in my mind, dispel some myths. 
I was struck that anyone would even ask to 
understand it, and I readily agreed, though asked 
that it be distributed without a by line. It was the 
hardest piece I wrote during graduate school, not 
because it was even for a grade but because it 
meant the most to me personally. Not long after 
the professor assigned it for class, the teaching 
assistant, a friend of mine, came to me and said a 
paraphrase of the following, “I know you wrote 
the reading we assigned in class. While I don’t 
agree with you [on abortion], I learned a lot, and I 
understand where you’re coming from.” 


The second opportunity came when our Dean 
asked if I could be a discussant of a talk about 
Spirituality and Health, a live-streamed, recorded, 
and school-wide event. Again, I poured myself 


GEBEL 


into my presentation, weaving between my 
academic brain and my deeply held beliefs. To be 
in front of the room and speak openly about my 
Catholic faith to my public health colleagues, not 
only signaled to me progress in this often fraught 
intersection but also it simply felt different. I was 
my whole self that day; the fish, I realized, could 
swim anywhere. 


Today, I bring my whole self to my work in the 
field of Maternal and Child Health. While I still 
experience much of the same things that make me 
cringe quietly among a group of colleagues, I’ve 
also pushed myself to find other religious 
colleagues in my field and to speak openly about 
religious identity being an often overlooked, yet 
essential, part of building trust in communities and 
working towards diversity and inclusion. My goal 
is to eventually launch a brand where I can 
combine my public health knowledge on 
pregnancy with a formation series for expectant 
Catholic families so that people can find an 
environment that views childbearing as not simply 
a clinical experience, but a deeply spiritual one as 
well. 


“There aren’t many of us, but we’re there,” I often 
say when I find another public health colleague, 
young in her career, who feels she can share her 
religious identity with me. The fish swims in a 
school, and I hope I can help others to realize that. 


[1}-Christina Gebel, MPH, co-founder of 
Accompany Doula Care; birth doula and 
childhood educator; maternal and child health 
public health professional (cgebel@gmail.com). 
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Resources & Updates: Spring/Summer 2021 


PHRS Staff 


Editors’ Note: This section 


emphasizes 


resources at 


the 


of 


intersection 


religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 


more content, and _ please send 


new potential 


content to this section 


to: PHRSadm1@publichealthrs.org and phrsadmin0@publichealthrs.org 


COVID-19, Religion, and Public Health 


May 2021 Webinar: The role & impact of 
faith actors in global and national advocacy 


for vaccine equity and access 
May 2021: “Ifa rabbi did say ‘you have to 


vaccinate,” we wouldn’t”: unveiling the 
secular logics of religious exemption and 


opposition to vaccination (Kasstan), Social 
Science & Medicine 


May 2021: Faith-based Approaches Can 
Overturn Vaccine Hesitancy (Hornbeck) 


March 2021: Faith leaders’ year of pandemic: 
grief, solace, resilience (Henao, Crary, and 
Fam) 

March 2021 Webinar: Vaccines, the Role of 
Faith Groups, and How to Stay Safe 

March 2021 Podcast: Religion in the Time of 
Pandemic 

March 2021 Webinar: Partnerships in 


Religion and Public Health: Lessons Learned 
for the COVID-19 Pandemic 


March 2021: Combating Contagion and 
Injustice: The Shared Work for Public Health 


and Faith Communities During COVID-19 
(Williams, Miller, and Nussbaum), Journal of 
Religion and Health 

January 2021: Churches in predominantly 
Black communities can play a key role in 
vaccinating against COVID-19 (MacDonald) 
January 2021: More Americans Than People 
in Other Advanced Economies Say COVID- 


19 Has Strengthened Religious Faith (Pew 
Research Center) 


January 2021: Taking the Cloth: How 
Religious Appeals Increase Compliance with 
COVID-19 Prevention Measures (Adida et 
al.), SocArXiv Papers 


New Research & Materials 


May 2021: Religious Service Attendance and 
Implications for Clinical Care, Community 


Participation and Public Health 
(VanderWeele, Balboni, and Koh), American 
Journal of Epidemiology 

May 2021: Religion, Aging, and Public 
Health (Levin and Idler), Oxford Research 
Encyclopedia of Global Public Health 

April 2021: Measuring Well-Being: 
Interdisciplinary Perspectives from the Social 
Sciences and the Humanities (Lee, 
Kubzansky, and VanderWeele), Oxford 
University Press 

April 2021: Religion and the World Health 
Organization: an evolving relationship 
(Winiger and Peng-Keller), BMJ Global 
Health 

February 2021: Training to Conduct Research 
on Religion, Spirituality and Health: A 
Commentary (Koenig, Hamilton, and 
Doolittle), Journal of Religion and Health 
February 2021: [CHAPTER] Religion, 
Spirituality, Belief Systems and Suicide (Teo, 
Duchonova, Kariman, and Ng), Suicide by 
Self-Immolation 

February 2021: The Study on Stress, 
Spirituality, and Health (SSSH): 


Psychometric Evaluation and Initial 
Validation of the SSSH Baseline Spirituality 
Survey (Warner et al.), Religions 

January 2021: Religious Beliefs About Health 
and the Body and their Association with 
Subjective Health (Walters and Benjamins), 
Journal of Religion and Health 

December 2020: Religion and Spirituality 
among American Indian, South Asian, Black, 


Hispanic/Latina, and White Women in the 
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Study on Stress, Spirituality, and Health 
(Kent et al.), Journal for the Scientific Study 


of Religion 


Articles, Commentaries, Interviews, 
Webinars 


TheoEd Talks from Emory University 
(ongoing) 

Emory Spiritual Health Youtube Playlist 
(ongoing) 

Duke University Center for Spirituality, 


Theology and Health: Spirituality, Theology 
and Health Seminars (ongoing) 


Religion, Spirituality and Health Scientific 
Interest Group: Development of an 


Instrument to Assess Psychosocial Spiritual 
Healing — The NIH HEALS, Recorded 
Webinar from May 18, 2021 

Religion and Mental Health: Is the 
Relationship Causal?, Recorded Seminar 
from April 27, 2021 

Sacred Work: Science, Religion and Human 
Health with Ellen Idler and Rev. Emmanuel 
Lartey, Recorded Webinar from March 31, 
2021 

Religion, Spirituality and Health Scientific 
Interest Group: Harmonizing the Spiritual and 
Scientific Worldviews, Recorded Webinar 
from February 9, 2021 


The International Association for Spiritual 
Care Seminar Series “What Is Spiritual Care 


from the Perspectives of Our Different 
Professions?” (Includes seminars on 
Medicine, Public Health, Psychology, 
Nursing, and Pastoral Care), Recorded 
Seminar Series (Jan 5 to Feb 2, 2021) 
Decolonizing Global Health Series | “The 
Role of Religion & Culture in Shaping Global 
Health”, Recorded Webinar from January 19, 
2021 

Bridging the Gap Between Science and Faith, 
Recorded Webinar from December 14, 2020 


Upcoming Conferences & Conference 
Minutes 


UPCOMING: International Research 
Network for the Study of Science & Belief in 
Society (INSBS 2021 conference): STEMM 
and Belief in Diverse Contexts: Publics, 
Praxis, Policy and Pluralism; Online 
conference 7-9 July 2021 (FREE 
REGISTRATION): 
https://scienceandbeliefinsociety.org/2021/05/ 
24/open-for-registration-insbs-conference/ 
UPCOMING COURSE: Duke University 
Center for Spirituality, Theology, and 
Health’s 17th Annual Course on Religion, 
Spirituality and Health, August 9-13, 2021: 
https://spiritualityandhealth.duke.edu/index.p 
hp/5-day-summer-research-course 
o Partial Tuition Reduction Scholarship 
Application — Link 
o Full Tuition Reduction Scholarship 

Application for those in developing 

countries — Link 
UPCOMING: Health Ministries Association 
National Conference: One Voice, One 
Vision: Wisdom for Healthier Communities; 
The 2021 HMA National Conference will be 
held virtually over 3 weeks in October, with a 
session offered 2 days each week, 
Tuesday/Thursday: October 5 & 7, 12 & 14, 
19 & 21, 2021). Further details at: 
https://hmassoc.org/news-events/upcoming- 
conference/ 
PAST: Spirituality in Research, Professional 
Practice, and Education — The Sixth 
International Conference of the International 
Network for the Study of Spirituality, June 7- 
8.20217 
https://spiritualitystudiesnetwork.org/Confere 
nce-2021/ 
PAST: Caucus on Public Health & Faith 
Community (CPHFC) and APHA’s Virtual 
Networking and Fellowship Event — Faith & 
Public Health: Allies & Partners in Disease 
Prevention and Health Promotion, March 14, 
2021: https://www.rphcemory.org/event/faith 


-public-health-allies-partners-in-disease- 
prevention-and-health-promotion/ 
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Editors’ Introduction: Fall 2021 Issue #5 


e are pleased to share with you the fifth 
W issue of the PHRS Bulletin. In our 
ongoing aim to use your time carefully, 
we are now producing shorter issues 
that we expect will always feature an interview 
with a leading PHRS scholar, at least one 
substantive article, and updated resources and 
announcements as there are many ongoing and 
exciting advancements in the field. Going 
forward, we will re-bundle the spring and fall 
issues of the Bulletin into an “annual issue” to 
allow another opportunity to engage with PHRS 
content. We have also updated our website to 
display all of our past articles in a way that is more 
accessible if, for example, you want to read more 
from our interview series, or find a piece written 
by a scholar you admire, or learn about the 
integration of religion, spirituality, and public 
health from of an early career professional. Here 
are some clickable links: 


@ Download a PDF of the new full Issue 5 


e View All Articles by Type 
e View All Articles by Date 


As always, we hope this note finds you and your 
loved ones healthy and well. Happy reading! 


Warmly, 


The PHRS Editorial Team 
Kate Long, Angela Monahan, and Doug Oman 


Katelyn Long, DrPH 
knlong@hsph.harvard.edu 


Coeditor 


Angela Monahan, MPH 
angela monahan@berkeley.edu 


angela. grace. monahan@gmail.com 
Assistant Editor 


Doug Oman, PhD 
dougoman@berkeley.edu 
Coeditor 
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NIH and NIMH Research and Strategic Planning 
Must Address Religion and Spirituality 


Doug Oman,#! David H. Rosmarin,”! and Brandon Vaidyanathan?! 


The PHRS Bulletin publishes a wide range of articles, including advocacy-focused 
articles that may alert readers to opportunities to support expanded funding, empirical 
study, or educational initiatives at the intersections of religion, spirituality, and public 
health. In this piece, Oman, Rosmarin, and Vaidyanathan describe their recent advocacy 
for the inclusion of religion and spirituality within the strategic plan at the National 
Institute of Mental Health. The appendices in particular offer a window into what this 
sort of advocacy looks like in practice along with compelling statistics about the relative 
lack of attention to religion and spirituality within the National Institutes of Health. 


plans of the National Institutes of Health 

(NIH) and National Institutes of Mental Health 
(NIMH) still hardly recognize the relevance of 
religion and spirituality to health, allowing far too 
much ongoing federal-funded research to remain 
oblivious to religious/spiritual (R/S) influences. 
Such outdated underfunding arguably contributes 
to many unfavorable outcomes, ranging from 
poorer clinical care to poorer governmental and 
health-system responses to the current coronavirus 
pandemic. 


|: seems amazing that in 2021 the strategic 


Yet change can happen, and will happen, if those 
of us who are knowledgeable and concerned put in 
the needed effort. Small individual efforts can help 
(see below). Of course, overnight updates are not 
possible to how the NIH and NIMH approach 
religious/spiritual factors, because these are 
enormous organizations with many established 
procedures. Perhaps progress will only come 
through sustained and savvy lobbying by 
organized networks of citizens and _ health 
professionals who develop collective advocacy 
and partnering skills. Perhaps such networks could 
be informed by, or partner with, a new NIH-wide 
scientific interest group on religion and 
spirituality“! that was launched in October 2020, 
with an inaugural talk by NIH director Francis 
Collins (RSHSIG, 2021). 


Will such inputs generate the needed change? By 
themselves, probably not. Current NIH and NIMH 
strategic plans still fail to even acknowledge 
religion and spirituality as factors (NIH, 2021; 
NIMH, 2021). More generally, the NIH still has a 
very long way to go (for some stark statistics, see 
below, Appendix B). But if adequate numbers of 
concerned professionals each give helpful inputs 
when opportunities arise, and alert each other to 
these opportunities, such efforts can support and 
synergize with other needed steps. And there are 
precedents for recognition, even within NIH. For 
example, in the early 2000s, the NIH publicized 
two program announcements (PAs) and a request 
for applications (RFA) focused on religion and/or 
spirituality — see below, Appendix C. And in the 
intervening years, the evidence base has grown 
more massive, progress has been made in 
understanding clinical relevance (e.g., Balboni & 
Peteet, 2017; Rosmarin et al, 2021; Vieten & 
Lukoff, 2021), some facets of the topic have 
received unprecedented attention in the public 
health literature (e.g., Idler et al., 2019), and 
potential new collaborators and sites for 
networking have emerged, such as the NIH’s new 
scientific interest group, the Religion, Spirituality, 
and Health Scientific Interest Group (RSHSIG, 
2021). 


What efforts, and what progress, will emerge? 
Watch this space — the PHRS Bulletin — but also 
watch elsewhere. Consider pitching in to support 


18 


NIH AND NIMH RESEARCH 


such efforts, in a manner and scale that is 
comfortable for you. And consider telling us about 
your observations and/or efforts. We should alert 
each other to information and opportunities. 
Together, inch by inch, we can bring about the 
needed rebalancing. 


Appendix A: Submitted Comments 


Here are three types of comments — short, 
medium, and long — that were submitted through 
the NIMH website as part of public input to inform 
the current NIMH strategic plan (NIMH, 2021): 


David Rosmarin submitted a brief comment: 


I was disappointed to not see any mention (at all) 
of spirituality or religion in the strategic plan. The 
vast majority of Americans in general, and 
mental health patients in particular, profess 
spiritual/religious beliefs and engage in regular 
practices that have been clearly linked to many 
facets of mental health and wellbeing, and the 
statistical majority of mental health patients 
report a desire to address spiritual/religious life in 
treatment. NIMH _ should be addressing 
spirituality as an important and clinically relevant 
facet of human diversity. It’s time for an RFA. 


Brandon Vaidyanathan submitted a_ slightly 
longer, medium-length comment: 


While I commend you on the development of a 
strong strategic plan, I notice there is no mention 
of religion, spirituality, or faith-based 
communities. This is a serious oversight given 
that (1) a large proportion of Americans 
maintains strong religious/spiritual 
commitments, (2) an overwhelming body of 
research establishes relationships between 
religiosity and mental health outcomes, and (3) 
faith leaders are often the first recourse for many 
Americans facing mental health challenges. I 
strongly urge you to consider expanding your 
strategies under objectives 3.3, 4.1, and 4.2 to 
include dialogue and partnerships with faith 
communities, especially among racial/ethnic 
minorities, and potentially testing collaborative 
interventions in these communities. Also, as part 


of your goal of improving inclusivity and 
diversity in workforce development, it is 
important to invest in developing cultural 
competencies of mental health professionals in 
matters of religion and spirituality to better 
engage with clients and their faith communities. 


Doug Oman and Katelyn Long submitted a longer, 
more expanded comment that identified specific 
places in the draft plan where text might be 
modified to include mention of 
religion/spirituality: 


As co-leaders of a national network on public 
health, religion, and spirituality 
(publichealthrs.org), and co-editors of a public 
health, religion, and spirituality bi-annual 
bulletin (http://www.publichealthrs.org/bulletin/) 
we strongly urge the NIMH to include religious 
and spiritual (R/S) factors in its forthcoming 
strategic research agenda. Religion and 
spirituality are not fringe issues; they are issues 
of central importance in the lives of the majority 
of Americans and issues of essential interest to 
public health given their vast influence on mental 
health, meaning making, and conceptualization 
of the self. Additionally R/S factors facilitate or 
hinder various forms of mental health promotion 
and treatment. To ignore or exclude R/S factors 
blinds researchers and policy makers to critical 
dynamics impacting mental health in America. It 
also notably undermines the ability of NIMH to 
beneficially inform the activities of other NIH 
institutes focused on physical health, for which 
religious/spiritual measures have been linked to 
longevity differentials of approximately 7 years 
in the US general population, and nearly 14 years 
in some minority populations (i.e., African 
Americans). For more background on_ the 
interaction between R/S and public health, please 
see Oman, D. (Ed.). (2018). Why religion and 
spirituality matter for public health: Evidence, 
implications, and resources. Cham, Switzerland: 
Springer International. 
https://doi.org/10.1007/978-3-3 19-73966-3. (for 
longevity see pp. 31, 55-58) 


The draft plan contains numerous text locations 
where religious/spiritual factors could cogently 
be mentioned without constructing additional 
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objectives or strategies (which should also be 
considered for this or subsequent strategic plans). 
For simple ways to start revising the present draft 
plan, we encourage you to mention 
religious/spiritual factors in multiple locations, 
perhaps all locations suggested below. Failure to 
include any mention/acknowledgement of 
religion/spirituality as factors of influence risks 
conveying the impression that in this respect the 
plan is intentionally or unintentionally 
prioritizing an outmoded and _prejudicially 
narrow scientism over evidence-based science 
that recognizes the power and importance of 
these factors, recognized as influential since the 
time of Emile Durkheim, and now investigated in 
more than 3000 empirical studies, 120 systematic 
reviews, and 30 meta-analyses (see Oman & 
Syme, 2018, https://doi.org/10.1007/978-3-319- 
73966-3_15). Some textual locations for 
appropriate inclusion within the draft plan 
(possible insertions in CAPS): 


@ Page 12, section on “A Comprehensive 
Research Agenda”: “In addition, studies 
should include participants from diverse 
racial and ethnic backgrounds, and across 
gender identities, RELIGIOUS AND/OR 
SPIRITUAL IDENTITIES, socioeconomic 
status, neurotype, and age — offering the best 
possible representation” 

@ Page 12, section on “Prevention”: “...and in 
different settings (e.g., families, schools, 
healthcare, WORKPLACES, RELIGIOUS 
communities, OTHER COMMUNITY 
ORGANIZATIONS).” 

@ Page 13, section on “Environmental 
Influences”: “The environment includes 
natural and built components, individual 
factors, such as the microbiome, and social 
factors, such as cultural/RELIGIOUS 
milieu, family structure, poverty, and 
neglect.” 

®@ Page 22, section on “Goal 2: Examine 
Mental Illness Trajectories Across the 
Lifespan”: “Further, to provide new 
therapeutic avenues to prevent and treat 
mental illnesses we must identify factors, 
such as social, CULTURAL/RELIGIOUS 
and environmental (including trauma), and 
molecular-, cellular-, and system-level 


mechanisms affecting typical and atypical 
development.” 

® Page 23, section on “Strategy 2.1.A: 
Elucidating the mechanisms contributing to 
the trajectories of brain development and 
behavior”: “Examining individual 
differences and biological, behavioral, and 
environmental (including social, and cultural 
AND RELIGIOUS/SPIRITUAL) 
contributors to heterogeneity in risk for and 
resilience from mental illnesses across the 
lifespan, trajectories of illnesses, prevention 
and treatment interventions.” 


Appendix B: Overview Statistics on NIH 
Funding of Religion and/or Spirituality 
Research 


Across 27 institutes and centers, the NIH currently 
funds over 100,000 grants. Various descriptor 
fields of these grant projects, such as their titles 
and abstracts, are freely searchable online (go to 
https://reporter.nih.gov/). Searches conducted on 
7 October 2021 reveal that among 100,424 active 
projects: 


e “Spirituality” or “spiritual” as words appear 
ANYWHERE in the abstracts of only 0.06% 
of active projects (62, link), and only 0.003% 
of titles (3 active projects, link); 

e “Religion,” “religious,” or “religiosity” as 
words appear ANY WHERE in the abstracts 
of only 0.10% of active projects (96, link) 
and only 0.004% of titles (4 active projects, 
link). 


Similarly, searching the total database of 
2,579,882 project records for the past 36 years — 
since 1985 — reveals that recognition of these 
terms in active projects hardly surpasses and 
sometimes falls below the historical baseline: 
Spirituality-related words historically appeared in 
0.05% of abstracts, link, and 0.006% of titles, link; 
religion-related words have appeared in 0.09% of 
abstracts, link, and 0.009% of titles, link. 
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Yet the vast majority of tax paying US adults — 
who effectively fund the NIH — profess 
spiritual/religious beliefs, engage in regular 
spiritual and/or religious practices, and value 
spirituality and/or religion to a moderate or greater 
extent (e.g., Newport, 2012, 2016), and all of these 
— as well as nonbelievers — can benefit from the 
better practice that would flow from better 
comprehension of spiritual and religious factors. 


Appendix C: NIH Funding Initiatives with 
Titles that Mention Religion and/or 
Spirituality 

@ RFA (February 7, 2000): AA-00-002: 
“Studying Spirituality and Alcohol” — 
“Commit up to $1 million in FY 2000 to fund 
7 to 10 new grants in response to this RFA” 

@ PA (June 22, 2004): PA-04-115: “Religious 
Organizations and HIV.” 

@ PA (May 9, 2006): PA-06-401: “The 
Influence of Religiosity and Spirituality on 
Health Risk Behaviors in Children and 
Adolescents (RO1).” 
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Interview with Rabbi Professor Nancy E. Epstein 


Jessie Washington! Ashika John,2! and Angela Monahan"! 


Editors’ Note: We are pleased to present the fifth in PHRS Bulletin’s series of featured 
interviews with influential contributors who have shaped the field of public health, 


religion, and spirituality. 


e€ present an interview with Rabbi 
Nancy Epstein, MPH, MAHL, 
Professor in the Department of 


Community Health and Prevention at Dornsife 
School of Public Health at Drexel University. 
Rabbi Epstein was interviewed for the PHRS 
Bulletin by graduate students Jessie Washington 
of Emory University and Ashika John of U.C. 
Berkeley, working in conjunction with Angela 
Monahan, an ASPPH/CDC fellow at the 
Department of Human and Health Services. 


Angela Monahan: You received your MPH from 
the University of North Carolina, where you 
studied with Guy Steuart. What were some of the 
important things that you learned from Dr. Steuart 
about public health and how they were relevant to 
understanding relations between religion and 
public health? 


Nancy Epstein: Thanks for that wonderful 
question. So, I did my MPH as you said at UNC 
Chapel Hill in health education, now it’s health 
behavior. I didn’t fully understand what health 
education was when I got there. The perspective 
that Guy Steuart brought and that the whole 
department embodied was health education as 
community organizing, development, and 
engagement in the most authentic way. I 
flourished with that. The perspective that I got in 
my MPH has infused and been the center point of 
everything I have done in these forty plus years; 
and I’ve done a lot of very different things. I’ve 
spent 20 years in the legislative world working 
with state legislators on a whole array of policy 
issues from hunger and nutrition, disability issues, 
long term care, Medicaid, health insurance — just 
really the whole gamut of health and human 


services. Then, I became a rabbi when I was 50 
years old. At the time that I entered rabbinical 
school in 2000, I started teaching part time at 
Drexel University, in what is now the Dornsife 
School of Public Health, where I have been for 22 
years. Having had 20 years in the policy world, 
and during those years working for a medical 
center and doing grassroots organization, and now 
being in higher education, all those different 
things that I’ve done all 
grow from the 
centerpiece of what I 
learned in my MPH 
program. 


So, why did I become a 
rabbi? In the mid- 
eighties when I was 
working for the Texas 
Senate, we would be in 
meetings and at a certain 
point, the legislative 
committee would go 
into executive session 
and all the lobbyists and 
staff had to leave the room — we’d go hang out in 
the rotunda. What I noticed was when everybody 
was talking, they weren’t talking about the policy 
or budget issues that we were there for — they were 
talking about their lives, their marriages, their 
kids, their aging parents, and just how to cope with 
life’s inevitable changes. Even people on opposite 
sides of issues would join together around basic 
life cycle issues. I said to myself, “I really want to 
be working at the heart of what matters.” It just 
became clear to me that relationships are the core. 
They are the strength of all our work. Even in my 
legislative work, I was always building coalitions 


Rabbi Prof. Nancy Epstein 
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and those were always built on relationships. I 
realized that I wanted to be working to promote 
more love in the world. More compassion, more 
respect, more dignity. As the public health field 
has been getting more and more data driven, the 
question then became how to really bring the 
values back into the conversation, which also 
included the values of partnership building and 
real collaboration. It occurred to me over time that 
becoming a member of the clergy was a wonderful 
way to capture the things that we were not 
gathering data on at the time but were still vital for 
human life and, therefore, vital for population 
health and the health of communities. So, I went 
to rabbinical school. In my work in public health 
and in my work in religion, spirituality, and health, 
it’s always been about building those bridges, 
finding what’s similar and respecting what’s 
different; and then finding ways to integrate the 
differences so that we can still work together. 


I started teaching a doctoral seminar on faith, 
religion, spirituality and health in 2006. We really 
started looking at values and discovering the 
wealth of research on religion, spirituality, and 
communities, much of which was unknown to my 
public health colleagues. So many people didn’t 
know that research [in religion and health] existed. 
Even in the late nineties, before I started teaching 
the course, I didn’t know that research existed. 
I’ve been really privileged to help grow this field 
of religion, spirituality, and public health with my 
own small contributions of, “How do we teach 
about it? How do we think about it?” Back to Guy 
Steuart, the social ecological model grew out of 
his and other people’s thinking. With regard to 
religion and spirituality at the level of the 
individual, so much of that revolves around 
finding ways to communicate health information 
so that it’s not in conflict with people’s religion 
and beliefs. And of course it’s important to look at 
how we incorporate religion and spirituality at the 
community level. With the work of the black 
church, you know that’s where we have one of the 
largest bodies of evidence, writing, and research. 
It makes all the difference in the world to be able 
to find what’s congruent with congregations and 
with the life of congregations — and the life of 


temples, mosques, Masjids, and synagogues; and 
find ways in which we can educate religious 
leaders so that they become purveyors of public 
health. 


We organized a training in Philadelphia for 
religious leaders 10 years ago on _ trauma. 
Philadelphia is the sixth largest city, with one of 
the highest levels of deep poverty, a very high 
percentage of kids living in poverty, and 
astronomical numbers of homicides and incidents 
of gun violence. Who is on the front lines? 
Congregations and religious leaders. The question 
then was, how do we begin to educate our 
religious and lay leaders, and congregations, about 
mental health and trauma? We build a system of 
community supports out in the field, especially 
when so many people who are encountering and 
being involved in trauma, violence, and mental 
health issues, don’t have access to or don’t go to 
the health care system because there’s so many 
barriers. Philadelphia has been a big leader in 
training clergy around trauma and mental health. 
What I learned from Guy Steuart has infused 
everything I’ve done, because the core is really 
how do we bring people together? If we can’t 
bring people together and build the bridges and 
relationships to walk together, we won’t be able to 
solve these compelling problems that we have. 


Jessie Washington: When you were working as a 
lobbyist, did you experience religion and 
spirituality as relevant to your work? You touched 
on it already, but if there was anything else that 
you could speak about regarding religion and 
spirituality during that time and how that became 
relevant to your work in the health-related policy 
advocacy field, we’d love to hear any of your 
thoughts. 


Nancy Epstein: As you’re asking that question, 
I’m thinking that there’s religion and spirituality 
where it’s explicitly discussed as part of the policy 
conversation, and there’s religion and spirituality 
where it’s not talked about so much, but it is an 
important part of people’s lives (i.e., elected 
officals/policymakers). I would say in the explicit 
policy world, we didn’t talk much about religion 
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and spirituality except when issues came up about 
sex education or family planning; those were the 
issues where the lobbyists who came out had 
different views, and often the positions they took 
were based in their religious outlook. Other than 
that, at least in my experience, and again it was 
several decades ago, religion was often not talked 
about, but it was always there. 


I was working in the South and so these issues 
were always there. One way also in building 
relationships, and one of the things I learned from 
Guy Steuart which is very relevant here — 
something he would call “the inside view’, is 
understanding how you can come to understand 
the world through the eyes of people you’re 
working with, people who see the world often 
differently than you do. Today there’s a big 
emphasis on empathy. That’s one way to be very 
sensitive, resonant with, and see the world through 
other people’s eyes. In anthropology, there’s 
something called the emic view, or how you see 
the world as an outsider to try and understand what 
the world looks like through other people’s eyes. 
Guy Steuart was a big proponent of how you get 
that inside view, that emic view, to really 
understand where people are coming from. At a 
political and policy making level, it was really 
useful because, as a lobbyist, you’re trying to 
engage elected officials to vote for something that 
you’re working on. I was working in a state that 
was not a big proponent of welfare. When I was 
working on issues of hunger, we were very 
successful in passing legislation because we 
figured out ways to try and understand, through 
the eyes of individual legislators, what would help 
them support legislation to address hunger and 
nutrition. For some, they had a strong Christian 
commitment to help people who are less fortunate. 
For others, that wasn’t a driving force — they were 
interested in the medical issues of trying to prevent 
poor nutrition and poor pediatric outcomes. Often 
religion was a big driving force for people. Public 
service for many is driven by a desire to serve. We 
as public interest advocates had to really become 
versatile to understand different religions and 
worldviews so we could find the commonalities 
and a way to negotiate around the differences. In 


today’s policymaking world and population of 
elected officials, religion has become a wedge, in 
many cases. It’s a challenge, but I think the 
opportunity of finding ways to come back and 
focus on our shared human experience, rather than 
focus on our differences, is always there. 


Ashika John: In the early 2000s, you served as a 
chaplain for the Abramson Center for Jewish Life 
and the Hospital of the University of 
Pennsylvania. In your role as chaplain, did you see 
firsthand how many people drew on religion or, 
perhaps in some cases, were challenged by 
religion in times of health crisis? 


Nancy Epstein: The beginning of my pastoral 
journey began the summer of 2002, when I started 
training in Clinical Pastoral Education (CPE). I’m 
still on this journey — my rabbinic colleague and I 
are looking at how to provide pastoral and spiritual 
support to heath care providers. Patients and the 
whole array of staff need support. As a chaplain, I 
really got to understand that our role was to serve 
patients and to be there as a spiritual support for 
clinical staff colleagues and for each other, the 
chaplaincy staff. For example, all of the chaplains 
and interns in CPE did overnights in the 
emergency room in the trauma bay about once a 
week during the first summer that I trained. It was 
one of my first overnights that I was sitting and 
waiting with a mother of a young black man who 
had been shot. It was a fatal shooting, but he was 
still alive in the trauma bay being treated. He was 
eighteen and I think his mother was in her mid-to- 
late thirties. It was just she and I waiting that night, 
around two in the morning. She told me a story 
that has stayed with me that I’ve shared 
throughout these years, and I share it pretty often 
because it changed me. 


It was August; she was wailing and said, “He was 
supposed to be going to college now. He was 
supposed to be leaving now for college.” She told 
me a story that a year and a half earlier he had 
gotten involved in drugs — at 16 and a half. The 
night he was shot, he was at his girlfriend’s house, 
which was around the corner, and she was sitting 
ona porch. She heard gunshots and one of the kids 
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in this neighborhood rode his bike by and yelled 
“Miss, they got your boy.” While we were in the 
waiting room, she kept saying, “He had no hope. 
He had no hope for his future.” And so, I sat there, 
as a rabbinical student and a chaplain in training, 
who was at the same time a professor of public 
health three blocks away and a long-standing 
public health professional, thinking, “What’s 
wrong with this picture?” How can we all take 
responsibility and care about the futures of all our 
children? To me, that was a religious question 
across religious traditions. It’s a multifaith 
question, a human question. How do we raise up 
the children that live in our midst and support them 
so that they can all have viable futures? 


After that I worked in a Jewish nursing home that 
also had assisted living, and I felt so well-used. As 
a chaplain, all of me was being used: the public 
health professional, health care provider, 
rabbinical student, and pastoral caregiver. Prior to 
that in public health and prior to the development 
of this movement of religion and spirituality, we 
were leaving out this huge part of human life. How 
can we promote healthy communities if we’re not 
integrating religion, spirituality, and our 
relationship with the numinous — what we can’t 
name, or even what we can name? How do our 
congregations become healthy communities 
themselves? By healthy communities, I mean that 
they’re agents of public health and promoting the 
health of their congregants. That’s also the beauty 
of the role of religious leaders, as exemplars who 
can speak from the pulpit and train and support lay 
leaders and religious leaders, so that all of us are 
working for the public health. I think it takes all of 
us to create a healthy society. That sense of 
inclusion comes out of our religious traditions, and 
we are incorporating it in a kind of non-theological 
way into public health. All the religious traditions 
have a core of social justice. It’s a natural thing for 
religious communities and public health to work 
together. 


Jessie Washington: We have already discussed 
what drew you to becoming a rabbi after your 
public health career was underway; but since 


you’ve been a rabbi, has being a rabbi in any way 
changed how you do public health? 


Nancy Epstein: Being a rabbi changed me as a 
person. After 20 years working in the policy 
world, I was somewhat burned out. I had always 
been studying part time on the side, often religion 
and spirituality, while I was working full time. 
After 20 years, I decided that what was really 
important to me was to flip the priorities: study full 
time and work part time. I was a full-time 
rabbinical student taking five courses and I had 
three part time jobs. Studying filled up my coffers, 
and I still study. Being a rabbi, we’re always 
studying. We have a beautiful process we call 
“havruta” where we study with another person. 
We’re not just studying on our own. It’s that 
dialogue — discussing, debating, and interpreting 
that’s vital. As a result of becoming a rabbi in 
2006, my whole self was changed. 


It was about that time that I first discovered that 
there were others doing religion, spirituality, and 
public health. That was also when I taught my first 
course in religion, spirituality, and public health, 
and when I started to discover, also, that there was 
a lot of data. So then, as a rabbi, I realized I’m not 
alone and that there’s a number of people out there 
already doing this: Mimi Kaiser, Ellen Idler, Doug 
Oman, Jeff Levin, Linda Chatters — there were a 
lot of wonderful people I hadn’t discovered yet. At 
about the same time that I became a rabbi, I got to 
become a member of this cohort of people to begin 
to move these ideas forward. 


I often say to my faculty colleagues here at Drexel 
that I think I have a different lens than they do as 
researchers. The other lens I have to public health 
is as a clergy member who officiates at life cycle 
events, such as funerals, weddings, and baby 
namings. I also serve as a spiritual director at the 
Reconstructionist Rabbinical College. Being a 
rabbi has given me an opportunity to do a lot of 
things, as well as being a chaplain, and being free 
to knit it all together in new ways. I’m always 
working to find the common human experience 
and to find pleasure in what’s different. What’s 
different doesn’t divide us but adds more nuance 
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to what brings us together, because we’re all 
human. Being a rabbi also gave me the standing to 
talk about things like love, compassion, mercy, 
and hope. I think about that example I shared with 
you from the emergency room. If I had continued 
as only a public health policy person or if I had 
gotten my doctorate and was a researcher, the 
drive would still be on research and data, but I 
wanted to talk about the values and in those days, 
I didn’t know we had data to support those values. 
I’m not a researcher — it’s not in my gut. ’ma 
community organizer, a lobbyist, an advocate, a 
chaplain, a teacher. I want to be in the community, 
get my hands dirty, talk to everybody, and find 
common ground. I wanted to be a rabbi to talk 
about what matters, and I’ve been able to do it in 
a way that I think is far greater than if I was not a 
rabbi. 


I got involved in the arts and public health in the 
last few years and here at the Dornsife School, we 
created a new graduate minor in arts in public 
health, which is now an exploding field. It grew 
out of my work in religion and spirituality. As 
religion became more divisive, I said I have to find 
another way to approach this because spirituality 
still turned off some people. Arts is kind of like a 
secular version of spirituality because people are 
bringing their full creative spirits and addressing 
the numinous — bringing values that matter into 
actual expression. Getting involved in arts and 
public health has been a complete outgrowth of 
my commitment and work in religion and 
spirituality. 


One of the things I learned from Guy Steuart was 
everything is public health, and everything relates 
to your health. Not everything is specific to your 
health, but everything relates to your health. 
Everything affects our lives and therefore affects 
our health. As a rabbi, one of the beautiful things 
that I love to talk about is the word Shalom. People 
often translate it to mean “peace”, but it also can 
mean “hello” and “goodbye”’. Its root in Hebrew is 
a three-letter base that is related to being full, 
complete, or wholly well. It’s like body, mind, 
heart, and spirit — completely well. You don’t have 
peace unless you’re completely well. In Hebrew 


people ask, “Ma Shlomcha?” or “How is your 
Shalom today?” In the Jewish tradition, we have 
this wonderful model of Shalom that totally 
supports public health, our complete well-being as 
individuals, as communities, and as a society. This 
beautiful merger between my life as a public 
health practitioner and my life as a rabbi — I’m so 
grateful for it. 


Ashika John: What has the teaching experience 
in your doctoral level course been like, and what’s 
been most memorable? Are there any ideas that 
you wish all public health graduate students could 
take from your course? 


Nancy Epstein: We expanded the course to 
masters students, so I’ve even had art therapy 
students in it. I just love teaching and I get so much 
energy from it. I invite our students to reflect on 
their own religious traditions. At the beginning, I 
have them write papers on subjects like social 
justice, through their own religious traditions, and 
then I have them explore the same topics through 
the lens of other religious traditions. We then bring 
it all back to public health and we look through a 
social ecological model. We also look at the 
changing religious landscape in the United States, 
how we have more people now identifying as non- 
religious. I love teaching because I get to learn a 
lot from my students. 


I have a service component in the course. In the 
last few years, the students have volunteered to be 
part of radical hospitality with Metropolitan 
Ministries, which serves people who are 
houseless. As well as reading, writing, and hearing 
from guest experts, like Doug Oman, they also 
reflect on their experience in the service part of the 
course. I love it because they’re out in the field 
doing some volunteer work, they’re reflecting, 
they’re learning intellectually, they’re exploring 
their own roots, and they’re learning about other 
people and, again, connecting all the bridges. 


The big focus of the course is the overarching 
social ecological model. I’m trying to get into 
research and practice, and the role of religious 
leaders. You have to focus on the role of the black 
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church because that’s the beginnings of really 
integrating religion and spirituality into public 
health. When I was a student in the 70s, there was 
this wonderful project, led by John Hatch, with a 
whole team of people working across North 
Carolina with the black Baptist churches. They 
incorporated the lay health advisor model of 
training leaders, the influencers and real leaders in 
communities who were not always the official 
leaders. They gave them training around chronic 
disease and gave them information about how to 
make appropriate referrals. Those lay leaders 
became informal peer advisors in their churches. 
That was a wonderful model that led in many ways 
to the development of community health workers. 
That work totally inspired me. When I got into 
religion, spirituality, and public health, I had to 
draw on this model that has now gone viral over 
the decades, because that’s where religion and 
spirituality come together in the congregation. 
That was the model for why we train religious 
leaders and lay leaders in mental health and 
trauma because they’re on the front lines. 
Everything done at the service delivery level needs 
support at the community level for the desired 
health behavior to be maintained and sustained 
over time. I’m a big believer in learning from 
history, and we have so much to learn from the 
black church about how to really work with 
congregations and communities. We have to stand 
on the shoulders of those who came before us. As 
you can tell, I am passionate about this work, and 
I believe in it. 


Jessie Washington: What’s the one thing that you 
want people to take away when they encounter 
you, your teaching, and your way of being in the 
world? 


Nancy Epstein: Be honest, tell the truth, and talk. 
Be willing to share truly who you are. Even more 
importantly than talking is to ask questions and to 
be genuinely curious and open to learn from 
everyone you meet. Every community is different. 
How do we enter a community with humility and 
deep respect, with questions to learn from others, 
so we can find ways to work together? That’s the 
centerpiece of who I am as a rabbi, as a public 


health professional. Be willing to learn from 
everyone. 


Jessie Washington: Thank you, this has been 
very inspirational. 


Nancy Epstein: I have one last thought: I think of 
myself as an encourager. Just simply being 
encouraging to people who, often, are students and 
people who are out in the field — to just have these 
kinds of conversations because we all need to be 
encouraged. I think that is also the nature of 
religion, spirituality, and relationships. How do 
we support one another? We all have ups and 
downs, so for me, I like to be encouraging. It’s a 
blessing and a way of bringing blessings into 
others and building relationships. 


Angela Monahan: That’s what life is about: 
relationships and connections. 


Nancy Epstein: And that’s what public health has 
to be about. That’s the core right there. 


Jessie Washington: Yes, thank you — we can’t 
thank you enough. 


Nancy Epstein: It was great to be with you all, 
thank you so much. 


This interview with Rabbi Professor Nancy E. Epstein 
took place over Zoom on October 1, 2021. The 
transcript has been edited for clarity and brevity. 


[1]* Jessie Washington, MBA, MSW, is a third-year 
doctoral student in the Graduate Division of Religion 
at Emory University (jewash4@emory.edu). 


[2]* Ashika John, MPH, is a trainee in Public Health, 
Religion, and Spirituality who is studying for a 
Master of Public Health degree in Infectious Diseases 
and Vaccinology at the University of California, 
Berkeley (ajohn24@berkeley.edu). 


[3]-Angela Monahan, MPH, is an ASPPH/CDC 
fellow at the Department of Human and Health 
Services, and a graduate from the Infectious Diseases 
and Vaccinology master’s program and the Public 
Health, Religion, and Spirituality Traineeship at the 
University of California Berkeley 
(angela.grace.monahan@gmail.com). 
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Learning the Language of Another: How Training in Religion 
Prepared Me to be a Public Health Practitioner 


Ashley Meehan! 


Editors’ Note: The PHRS Bulletin regularly features accounts and reflections from early 
career professionals in public health about their discovery, training, knowledge, work, 
and reflections upon spiritual and religious factors in public health. 


ike many, my interest in religion, 
spirituality, and public health emerged 
from lived experience. As I look back, I can 
now see how I observed these dynamics in action 
long before I began my training in public health. 
For example, while on a church mission trip to 
Guatemala during my undergraduate career — an 
experience I look back on now with mixed 
assessment — I witnessed how much care and how 
many support services were provided to children 
orphaned by HIV/AIDS from a group of local, 
dedicated nuns. Religion was doing a good thing; 
it was motivating individuals to care for children 
who needed to be cared for in their community. 


While in Uganda for study abroad a year and a half 
later, a local organization working to care for 
people living with HIV/AIDS explained to me that 
when doctors or clinics advertised health clinics, 
very few people would attend. However, when 
local faith leaders advertised the same events, 
most of the community attended. During this trip, 
I began to understand religion as both a personal 
and individual experience as well as a social 
influence with meaningful impacts on our health. 


As I set out for my graduate public health 
education, I was immediately drawn to the 
Religion and Health collaborative opportunities at 
Emory University, specifically the Religion and 
Health Certificate. Learning from faculty at the 
Rollins School of Public Health and from faculty 
at the Candler School of Theology was an 
unparalleled opportunity for me. Completing the 
Religion and Health Certificate required a mix of 
theoretical and stage-setting courses, as well as 


practice-based courses like developing faith-based 
funding proposals to improve health, reviewing 
case studies from global contexts, and holding 
mock debates about some of the most pressing 
issues related to religion and sexual health. 


The most important thing 
I learned from both the 
theoretical and applied 
courses was that I was 
learning a language that 
my other public health 
peers were not. I began to 
notice that theology and 
public health students 
were starting to understand each other in new 
ways and were able to communicate using shared 
language and mutual respect. This bridge building 
happened quietly and slowly through my courses. 
Simultaneously, I started to notice the ways in 
which my public health peers without this training 
approached not only religion, but other moral 
frameworks not rooted in western biomedicine 
too. While my peers were and are incredibly 
thoughtful, many talked about religion and faith 
systems as things that needed correction, viewing 
people of faith as those who only believed and 
practiced because of a lack of knowledge. Once I 
noticed these things, I couldn’t unsee them — and 
moreover, I saw that the broader field of public 
health also holds these biases. I reached a point 
where I questioned if I should even be pursuing 
public health. Luckily, I had Mimi Kiser and John 
Blevins as mentors who had been working in this 
intersection and encouraged me to stick with the 
‘messiness’ in which I was finding myself. 
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I’m glad I stuck with it, because having training in 
religion gave me a better understanding of the 
social determinants of health. My time with 
Emory and the Interfaith Health Program taught 
me to step back and view socio-contextual factors 
as interconnected and powerful to both positively 
and negatively impact our health. This curriculum 
also. bolstered my _ systems-level thinking, 
allowing me to be a well-rounded public health 
practitioner. There have been concrete, tangible, 
and explicit skills that benefit me in public health 
as a result of this training: my training is rich in 
teamwork with people who think, see, and act 
differently than I do; I have been able to practice 
hard conversations with no apparent or easy 
solutions; I have a strong ability to identify 
common ground for effective partnership 
building; and I am equipped to engage faith 
communities or faith-based organizations because 
I recognize their language. There are many 
additional skills that can be thought of as less 
concrete and not as tangible, but equally 
important. My training fostered a deep respect for 
different world views, which has allowed me to 
really build muscles for empathy; I am able to 
serve as a “traffic stop” in public health settings to 
ensure public health action is equitable and avoids 
paternalistic assumptions on the basis of religion. 


These skills have benefitted me in my current 
position in homelessness and health, which very 
rarely has black and white answers. I do not shy 
away from the complicated and messy borders of 
public health and housing services; I lean into the 
gray space and feel comfortable navigating it. In 
partnerships between public health and housing 
services, I am able to come to the table and say, 
“T’m listening, and I want to find ways we can 
value each other’s needs and goals at the same 
time.” 


While supporting an emergency intake shelter for 
refugees during COVID-19, I had an “aha” 
moment where all of my courses and practical 
experiences set me up for success and I realized 
how important this intersection was. There was a 
local faith group that wanted to hold religious 
services at the shelter during an important time of 


religious observation for their faith tradition. It 
was clear that those staying at the shelter were 
wanting and needing spiritual rest and care, but 
many agencies and organizations working on site 
couldn’t see how this would be possible given the 
need for COVID-19 prevention measures like 
masks and distancing. Other staff were fully 
expecting the public health team to reject the idea 
immediately. Instead, two logistics coordinators 
and I met with local faith leaders to discuss the 
rituals performed on these holidays, their 
importance, and how they could be practiced in 
modified ways to minimize potential disease 
transmission without sacrificing what constitutes 
faithful action. We practiced walk-throughs and 
trained their volunteers on proper PPE usage and 
the modified practices. The celebration of the 
holiday was beautiful and immediately lifted 
spirits of everyone on site. While there are many 
who could have done the same thing, I truly 
believe my training at this intersection prepared 
me to make that situation the best it could be, 
marked by a deep respect and love for one another. 


Through personal experience and my training in 
religion and health, I know how important religion 
can be at an individual level. I know what it feels 
like to weigh decisions of present, earthly 
gratification with the promise of eternal salvation 
and freedom. I can empathize with people who 
hold value and seek guidance from both the 
physical world and the meta-physical world. This 
inspires and requires me to be flexible in public 
health. Working at the intersection of religion and 
health necessitates creative communication and 
bridge building, which are critical building blocks 
to effective public health. I would not be the public 
health practitioner I am today if it weren’t for my 
training at the intersection of religion and health. 


[1]}-Ashley Meehan received her MPH in Global 
Health with a Certificate in Religion and Health 
from Emory University in May 2019, and worked 
at Emory’s Interfaith Health Program (IHP) during 
the 2-year graduate program. She is currently 
working in homelessness and health at a public 
health agency (Ashleymeehan20@gmail.com). 
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Resources & Updates: Fall 2021 


PHRS Staff 


Editors’ Note: This section emphasizes resources at the intersection of 
religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 


more content, and please send new potential content to this section to: 
phrsadm1@publichealthrs.org and phrsadmin0@publichealthrs.org 


New Research 


October 2021: Faith-Based Organizations 
and SARS-CoV-2 Vaccination: Challenges 
and Recommendations. (Levin, Idler, and 
VanderWeele) 

October 2021: Pew polling report on 
religion and COVID-19 

September 2021: Religious or spiritual 
coping, religious service attendance, and 


type 2 diabetes: A prospective study of 
women in the United States. (Spence et al.) 


June 2021: Special Issue in Religions 
“Pandemic, Religion and Non-religion“ 
June 2021: Psychological and spiritual 
outcomes during the COVID-19 pandemic: 
A prospective longitudinal study of adults 
with chronic disease (Davis et al.) 

March 2021: Religion and the World 
Health Organization: an evolving 
relationship. (Winiger & Peng-Keller) 
February 2021: Religious service 
attendance typologies and African 
American substance use: a longitudinal 
study of the protective effects among young 
adult men and women. (Hodge et al.) 
January 2021: Religion and Measles 
Vaccination in Indonesia, 1991-2017. 
(Harapan et al.) 

June 2020: Building towards common 
psychosocial measures in U.S. cohort 
studies: principal investigators’ views 


regarding the role of religiosity and 
spirituality in human health (Shields and 


Balboni) 


NIH Spirituality Listserv 


New Listserv: If you would like the join the 
newly subscribable NIH Spirituality, and 
Health Scientific Interest Group Listserv, click 
here. 


Upcoming Conferences & Webinars 


Ongoing conference: World Health 
Organization and Religions for Peace Global 
Virtual Conference, October 20-December 3, 
2021: Conference Website 

Upcoming Webinar: December 14, 2021: NIH 
Religion, Spirituality, and Health Scientific 
Interest Group, “Religion, Spirituality and 
Health: Review, Update, and Future 
Directions”. Sign up here. 

Upcoming conference: Conference on 
Medicine and Religion, March 13-15, 

2022: CMR conference website 


Recent Conferences & Webinars 


American Public Health Association Annual 
Meeting, October 22-27, 2021: Caucus on 
public health and the faith community sessions 
March 2021: Webinar: Sacred Work Science 
Religion & Human Health (Dr. Ellen Idler, Dr. 
Emmanuel Y. Lartey) 
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Editors’ Introduction: Spring/Summer 2022 Issue #6 


‘ ) A are pleased to share with you the 
sixth mini-issue of the PHRS Bulletin. 
In this issue, we feature an interview 
with Barbara Baylor, the current Chair of the 
American Public Health Association’s Caucus on 
Public Health and Faith Community and former 
Minister for Health Care Justice at the United 
Church of Christ’s National Settings, Cleveland, 
OH. Through this interview, she reminds us of 
how faith/health collaboration is crucial for public 
health activities ranging from impacting health 
through local and community initiatives to 
legislative policy change. In our second article, 
Doug Oman explores the often-ignored dimension 
of spiritual contributions to smallpox eradication, 
commonly lauded as one of public health’s 
greatest historical triumphs. He uncovers both 
familiar and unexpected roles of religious 
motivation, as recounted in recent memoirs by 
distinguished public health leaders — Larry 
Brilliant and William Foege. Finally, in our 
resources article, we present some of the latest 
research at the intersection of religion, spirituality, 
and public health, as well as upcoming 
conferences and funding opportunities. 


We are also very glad to be joined by a new co- 
editor, Ashley Meehan. Ashley is a graduate of 
Emory University’s Master in Public Health 
program and this fall will begin doctoral studies 
at John Hopkins School of Public Health. 


We wish you all a wonderful summer and look 
forward to sharing with you our next mini-issue, 
currently targeted for publication in late 
September. 


Warmly, 


The PHRS Editorial Team 
Kate Long, Angela Monahan, Ashley Meehan, 
and Doug Oman 


Katelyn Long, DrPH 


knlong@hsph.harvard.edu 
Coeditor 


Angela Monahan, MPH 

angela monahan@berkeley.edu 
angela.grace.monahan@gmail.com 
Assistant Editor 


Ashley Meehan, MPH 
ashleymeehan20@gmail.com 
Assistant Editor 


Doug Oman, PhD 


dougoman@berkeley.edu 
Coeditor 
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Interview with Barbara Baylor 


Angela Monahan"! and Jessie Washington”! 


Editors’ Note: We are pleased to present the sixth in PHRS Bulletin’s series of featured 
interviews with influential contributors who have shaped the field of public health, 


religion, and spirituality. 


e present an interview with Barbara 
Baylor, MPH, current Chair of the 
American Public Health Association’s 


Caucus on Public Health and Faith Community 
and former Minister for Health Care Justice at the 
United Church of Christ’s National Settings, 
Cleveland, OH. Mrs. Baylor was interviewed for 
the PHRS Bulletin by graduate student Jessie 
Washington of Emory University, working in 
conjunction with Angela Monahan, an 
ASPPH/CDC fellow at the Department of Human 
and Health Services and a co-editor of the PHRS 
Bulletin. 


Angela Monahan: You’ve had a long career in 
many aspects of public health. A substantial 
portion of that work has involved faith 
communities. How did you become involved in 
work that connects public health with faith 
communities? What do you see as the relationship 
between public health and faith communities? 


Barbara Baylor: In 1980 I stumbled on the field 
of public health as I was trying to decide what 
master program would complement my BA in 
Sociology — at the time I was considering a Master 
of Social Work (MSW). I was given the 
opportunity to interview for the Assistant to the 
Director position of a new community church- 
based health promotion program by Mr. Curtis 
Jackson, a Health Administrator in the Gillings 
School of Global Public Health, UNC-CH and the 
Director of the Health and Human Services (HHS) 
Program, General Baptist State Convention, 
Raleigh, NC. Mr. Jackson was looking for 
someone who had a public health/health education 
degree and experience. I had no idea what a 
“health educator” was but in my mind, I thought 


that it was someone 
who could train and 
educate about health. I 
did not know or have 
any understanding 
about public health or 
health education. But, I 
still felt that I could do 
the job because after 
all, it sounded like 
Social Work and my 
degree in Sociology 
seemed to prepare me 
for this. I got hired 
and it fueled my interest so much that later I 
pursued an MPH in Health Behavior and Health 
Education from the Gillings School of Global 
Public Health, University of North Carolina at 
Chapel Hill. While working with the HHS 
Program also met Dr. John W. Hatch, a professor 
at Gillings School of Global Public Health, who 
was instrumental in leading the movement for 
health promotion programs in_ churches, 
particularly African-American churches. Hatch 
later became my academic advisor while I was a 
student in the Department of Health Behavior and 
Health Education at UNC-Chapel Hill. He shared 
riveting stories with me of his work in public 
health and always told me to publish. I also met 
Mrs. Ethel Jackson, a health education specialist 
who had worked at Duke University alongside Dr. 
Eva Salber and her early work in community 
education using lay advisors @! and later as a 
Clinical Assistant Professor in the Department of 
Health Behavior and Health Education in the 
Gillings School of Global Public Health, UNC 
Chapel Hill. Ethel, an innovator of the lay health 
advisor concept helped to mentor and further 
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guide me as I introduced this concept within the 
denomination of the United Church of Christ and 
subsequently developed our Denomination’s first 
lay-health advisory program called “Healthy 
Connectors”. 


All three of these persons were instrumental in 
shaping my thoughts and experiences in public 
health and understanding the value and 
importance of faith-health partnerships. I have 
come to embrace the Lay Health Advisor 
Model! as one that promotes capacity building in 
faith communities, institutionalized and sustains 
health ministries, and opens doors for further 
conversations with public health entities. Working 
on this project has been the single most important 
event that fueled my passion for public health 
work. 


One of the things I learned during my time at the 
General Baptist State Convention was the 
difference between social work and public health 
and their different approaches. I surmised that 
Social Work, at that time seemed to operate from 
a top-down which provides assistance mainly 
within the confines of a system. Public Health 
seemed to be more of a bottom-up approach with 
emphasis on key involvement from the 
community for solutions. It became clear to me 
that faith communities, faith leaders, and lay 
leaders in partnership with health and human 
service agencies could enhance their effectiveness 
as key influencers in working to promote public 
health and health equity. It’s not a new practice for 
churches to engage in health and wholeness work 
as most faiths have within their sacred teachings 
references to health, wholeness, and healing, and 
many local churches, faith organizations and 
denominations have founded and continue to 
operate health programs, hospitals, clinics, and 
major health systems. As my work unfolded, 
especially with faith communities, I began to see 
the relationship between public health and faith as 
a natural partnership, but one that must be 
developed. The relationship cannot be one-sided. 
One model that I like to use when talking about 


faith-health partnerships is found in Communities 
in Action: Pathways to Health Equity=! published 
by the National Academies of Science, 
Engineering and Medicine. This model depicts the 
context of structural inequities, socioeconomic 
and political drivers, and determinants of health, 
with fostering multi-sectoral collaborations as one 
of the major themes. Fostering multisectoral 
collaboration appeals to my sense of how faith 
communities can be included as _ vital 
organizations who can help change health and 
social policies and implement health programs in 
diverse communities. As we continue to build 
faith/health relationships, may I suggest that prior 
to asking a church for permission to utilize its 
space for a health program that we want to 
promote, consider having a deep conversation 
with the pastor and church leaders about the 
church’s culture, traditions, perceptions, and 
attitudes. Without this conversation, you may 
lessen the chances of buy-in and success. 


Jessie Washington: For many years, you were 
involved in health-related leadership activities of 
the United Church of Christ (UCC), serving as the 
Program Manager of Healthcare Justice for the 
UCC National Headquarters in Cleveland, Ohio 
from 1997 to 2012. In that capacity, you helped 
provide national leadership and advocacy for 
efforts, such as the affordable care act. 
Additionally, you wrote daily, and weekly briefs 
related to COVID-19 as_ education and 
information for UCC local churches, conferences, 
and members. Can you tell us about all these 
efforts and some of the things you feel you were 
able to accomplish? Any highlights or takeaway 
lessons that should be known and remembered by 
other public health professionals and students? 


Barbara Baylor: The UCC is a mainline 
Christian denomination, and like many other 
denominations it does believe that care for the 
poor is mandated by the gospel and that the 
promotion of justice and doing justice is a core 
value. Because of this belief, my role as Minister 
for Health Care Justice was easier. I was 
commissioned to help our over 5,000 UCC 
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congregations across the country understand 
health and wellness in a holistic way and as issues 
of economic, environmental, and social justice. 
My work at the national UCC setting was not 
always stand-alone. I was part of a greater 
coalition of health ministers from major 
denominations and interfaith organizations who, 
through our collective action, engagement, and 
advocacy, focused on how we would participate in 
public life to impact social policies relating to 
many social justice issues. 


While at the UCC, I served as staff liaison to our 
UCC parish nurses, UCC doctors, mental health 
ministries, and disabilities ministries. I also 
worked with the Council on Racial and Ethnic 
Ministries — designated desks who represented 
UCC racial and ethnic members: African 
American, Asian and Pacific Islander, Native 
American, and Hispanic/Latinx. These designated 
desks provided a common platform which allowed 
them to maintain cultural identity, traditions, and 
history, and share their views, experiences, and 
concems on many justice issues. I was able to 
interact with all these affinity groups and work on 
policy and programming on many national issues 
of concern to them which included the Affordable 
Care Act (ACA), mental health parity, stigma 
faced by those living with disabilities, and racism 
in medicine. Because of the disparities within 
racial and ethnic communities on health care, I 
was given approval to create a “Health Table” 
within the Council on Racial and Ethnic Ministries 
(COREM) to specifically address issues of health 
disparities and inequities. 


My greatest joy was assisting the denomination 
and its members to understand the issues relating 
to health care reform and the Affordable Care Act 
(ACA) and to work feverishly to help pass this 
law. As a member of a successful national 
interfaith coalition called Faithful Reform in 
Health Care, we increased support exponentially 
across the country for health care reform through 
faith communities. One of the things that we did 
in this coalition was to develop a faith-inspired 
vision for health care reform, which became a 


national vision. Developing a shared vision is 
another theme under the Communities for Action: 
Pathways to Health Equity Model. The vision that 
we developed continues to be a viable vision today 
as many faith organizations continue to do the 
work for a just healthcare system for all. We did a 
lot of grassroots lobbying and advocacy, wrote 
tons of educational pamphlets and messaging, and 
made many visits to the hill to meet with 
legislators. We once were invited to meet with 
Nancy Pelosi, and she gave her congratulations to 
this national faith coalition as an important body 
that helped to solidify and secure the passage of 
the ACA. 


Much of my work entailed traveling the country 
participating in meetings and conferences, and 
speaking to congregations and_ regional 
conference offices about the importance of health 
care reform. Early in the Affordable Care 
movement, I developed a newsletter called the 
Healthy Voice which shared information about 
many diverse issues and offered examples of 
programs and activities on health care. I developed 
a training called Healthy Connectors, modeled 
after the Lay Health Advisor Model, to train 
trusted lay leaders and congregations around the 
country. This training was expanded to include 
other denominations. 


On two separate biennial UCC General Synod 
meetings (the event in which board members, 
conference delegates, clergy and lay leadership, 
youth, staff, and administrators come together for 
worship, education, advocacy, and voting on 
resolutions for the Denomination), I successfully 
invited former Surgeon General David Satcher 
and the late Congressman John Conyers to speak 
and keynote our health care justice workshop and 
luncheon. Additionally, I successfully wrote and 
submitted a resolution supporting single-payer 
national healthcare reform and included in that we 
should be adopting the unnatural causes 
curriculum as a way to help build capacity and the 
understanding of the broad issues that were related 
to health and racial disparities. This resolution 
passed and became part of the policy of the UCC. 
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As public health and national bodies began to seek 
ways to better coalesce racial and ethnic ministries 
within local denominations to discuss racial- 
ethnic health disparities and inequities in health 
and health care, I was invited to bring the COREM 
Health Table to a national meeting organized by 
Families USA, Washington D.C. to discuss racial 
and ethnic health disparities and how local 
churches could partner better and coordinate with 
one another to find solutions to that ever-looming 
issue that we continue to work on today. 


One of the many things I learned during my 
employment at the UCC was that not everyone, 
including local churches, is on board with working 
on social justice issues or believes the church 
should be involved in social justice movements. 
When I was working on health care reform, I was 
flooded with emails and calls from churches who 
were not happy that we were even working on that 
issue and thought that we needed to keep politics 
separate from religion and faith. This was one 
thing I had to come to grips with and realize that 
it’s okay if not everyone is on board, but you do 
the best you can and try to provide the information 
and education they need so they can make their 
own decisions that are good for themselves and 
their church in their particular community. I 
learned that it takes a concerted, intentional effort 
to work with congregations and make sure that 
you are aligning your message with the messages 
and actions of the church that you’re trying to 
partner with. An important lesson learned is that 
faith communities are not homogenous bodies — 
everyone is different and comes from different 
social, economic, and social backgrounds. In our 
denomination, and I believe in others as well, there 
are major gaps between the work at the national 
offices and the local church. At times we see 
things at the national level that some local 
churches in different regions and parts of the 
country do not see and vice versa. In my work, I 
found that it could be challenging to get a rural 
church community to work on and see that health 
disparities include other issues like food insecurity 
or transportation — not just racial disparities. 
Helping our churches broaden their views and 


understandings of the social determinants of 
health and how they might consider ways to 
reduce the negative impact of these social factors 
in their communities gave me a sense of success. 


Another important highlight of my time at the 
UCC was when COVID emerged and the UCC 
invited me back to the national setting in 2020 to 
help our churches understand the issues around 
COVID. I was able to write different daily briefs 
— I wrote over 75 — on topics that related to 
COVID and related issues. For instance, I wrote a 
brief on why black men do not want to wear a 
mask[6]. Several people commented on_ this 
widespread concern as they did not understand the 
historic ramifications of black men’s faces being 
covered in our community. Additionally, I was 
also asked to develop our church’s response to 
health equity. I did this by re-assembling a task 
force of the UCC affinity groups and members of 
the Council on Racial and Ethnic Ministries to 
develop the RED Task Force (Racial, Ethnic 
Health Disparities Task Force). The mission of the 
Task Force was to raise awareness and develop 
consciousness regarding racial and ethnic health 
disparities, trauma, and inequities by educating, 
mobilizing and empowering all settings of the 
UCC to advocate for just public policy and 
structural change through prophetic witness. I was 
also asked to co-write a resolution that was passed 
which responded to the CDC’s declaration of 
racism as a public health crisis. 


Angela Monahan: You’ve provided us with so 
much knowledge but is there anything you want to 
add that you think public health professionals, 
even public health students, should understand 
about the potentials for religious advocacy and 
partnerships with the public health community? 


Barbara Baylor: When it comes to the church 
getting involved in the legislative process through 
advocacy and lobbying, many people believe that 
the church is not supposed to be getting involved 
on that level but do believe that faith and religious 
organizations are called to do charity work and 
they’ve always done that very well. I believe it’s 
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important to help the faith community see the 
long-term value and benefits of policy goals, how 
and where they fit into the policies, and to grow 
their awareness and recognition that policy work 
is needed and is consistent with the charitable 


work that they’re 
doing. For instance, 
many churches 
provide food for 
those who are 
™ hungry. Churches 
e) may need help in 
looking at what 
policies may 


contribute to the 
dilemma and how 
they might advocate 
for change, which is 
as important as 
feeding those that 
are hungry. 


United Methodist Church 


Building in Washington, D.C., 
housing offices of many 
nonprofit and faith 
organizations! There is a national 
event every year in 
D.C. called Ecumenical Advocacy Days where 
thousands of people come from all over the 
country to learn about the importance of grassroots 
lobbying. During this meeting, participants make 
appointments to visit their legislators or staffers to 
talk about social justice concerns from a moral 
frame. I’d like to note another resource — right next 
door to the Supreme Court building is the United 
Methodist Church Building which was built by the 
Methodist church to look at the issue of 
alcoholism many years ago. It then became one of 
the only major spaces in Washington D.C. that 
houses nonprofits and faith organizations who 
come from all over the country. Mainline 
denominations and interfaith faith organizations 
house their policy offices here. In 2011, the Pew 
Forum on Religious and Public Life put out a 
report that said faith-based advocacy and lobbying 
to influence lawmakers had increased fivefold 
since the 1970s. Here we are in 2022, so you can 
just imagine how much more work there is for the 
faith community’s involvement in advocacy 
activities. 


Jessie Washington: Some of your work with 
UCC involved international teams going to places 
such as Ghana, South Africa, Micronesia, and the 
Territory of Puerto Rico to identify and propose 
community solutions on identified health policy 
issues. Where did religion fit into the picture? 
Were different religions and indigenous traditions 
involved in these discussions? What were the 
accomplishments of these efforts? 


Barbara Baylor: The international work that I 
was involved in as the Minister for Health Care 
Justice was one of the most rewarding pieces of 
work that I was honored to be a part of. I had the 
privilege of being a member of teams that went to 
Ghana, West Africa, South Africa, the Vieques 
Island in Puerto Rico, Centro Romero Center, 
U.S./Mexico Border in Tijuana, and Micronesia, 
Marshall Islands related to a number of social 
justice issues including HIV/AIDS and other 
health challenges, human rights, economic crisis, 
poverty, climate change. We found that we had 
similar faith tenets all over the world and our goal 
was to work on these issues together. Our goal was 
always to listen and learn about the social, 
cultural, and economic conditions that shaped the 
issues. I remember our motto was “We came to see 
about you”, meaning again that in faith we are 
listening, learning, and supporting their efforts and 
assisting where we could. We were there to 
strengthen the bonds of partnership between us, 
churches, and global churches. We met with many 
church communities and political leaders to 
identify what the role of the church could be in 
responding to some of these realities. Here is a 
highlight from my international work as a team 
member to Micronesia and the Marshall Islands in 
the late 90s. The U.S. had conducted atomic and 
thermonuclear weapons testing on that island from 
1946 to 1985 and exposed the residents to 
unexpected radioactivity. We went over there to 
listen and learn from citizens and elected public 
officials, but we also witnessed the continued 
devastation and the physical, mental, social, and 
spiritual health effects on that island. Listening to 
the people was so important during this trip 
because they shared with us that they felt like the 
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nation, and in particular the United States, was not 
listening to what they were trying to say about 
their increased rates of diabetes, the Cholera 
outbreak, land that had become so denuded so 
nothing would grow, climate change that was 
drying up the water, poor drinking water, 
increasingly high rates of teen pregnancy, and 
good water supply. When our team returned, the 
UCC Policy Office decided to set up a meeting 
with some of the leaders from the Marshall Islands 
and U.S. senators. Our policy office flew them 
here so they could get answers from senators, and 
they could discuss the horrors and devastation of 
the testing. As a result of that meeting, there was 
increased funding to address their issues. There 
was already some funding being mandated since 
we had recognized some of the devastation, 
especially around healthcare, but these new funds 
were over and above. This goes back to the 
question you asked me earlier about advocacy — 
this is another way of doing direct advocacy and 
providing the people that are the victims of poor 
policies and programs to come and share their 
stories and have people intentionally listen and ask 
questions. 


Angela Monahan: Can you tell us more about 
representing UCC with former First Lady 
Michelle Obama’s launch of Let’s Move Faith and 
Communities and anything about Michelle 
Obama’s vision of how faith communities can or 
should relate to public health? 


Barbara Baylor: That was an honor to meet her. 
Mrs. Obama had always recognized the value of 
faith-based and community organizations. She 
was aware that faith communities were an 
essential partner in solving the problems that lead 
to childhood obesity. Again, a lot of our churches 
were already working with children on exercises 
and meal programs, but she invited different 
health ministers to be on a team to come to 
Washington to provide input to the Let’s Move 
Faith and Communities toolkit that she was 
developing. She wanted us to come talk about 
what would and wouldn’t work in _ faith 
communities. I was invited to go to help work on 


that toolkit and it provided lots of resources and 
guidance on how faith-based and neighborhood 
organizations could initiate, expand, and 
coordinate activities that made the communities 
places of wellness for kids and families. All of us 
were tasked to go back to our individual 
denominations and then work with our local 
churches to organize programming using the 
Toolkit. One of the things I organized in 2010 
were UCC wellness walks in our local churches. 
During that year’s General Synod, UCC Churches 
who embraced the Let’s Move movement and 
committed to walking were given walking trackers 
made available by our Pension Boards. Special 
workshops that year on different modes of 
exercising and movement were held, including Tai 
Chi, Zumba, and Yoga — all in keeping with Mrs. 
Obama’s Let’s Move Faith and Communities. It 
was largely successful and even after the Obamas 
left the White House, there were churches and 
individuals still incorporating Let’s Move in 
schools and in the community. That was an honor 
just to be asked to be a part of that whole Let’s 
Move moment. 


Jessie Washington: Regarding the American 
Public Health Association, you’ve often served in 
leadership positions for the Caucus on Public 
Health and the Faith Community. Currently, 
you’re listed online as the Chair, Governing 
Council Representative and Membership Chair. 
How has your experience been in your different 
roles, and what have been some of your most 
memorable accomplishments or lessons? Looking 
forward, what do you envision or wish for the 
future of the Caucus? 


Barbara Baylor: People often ask me why there 
is a Caucus on Faith in APHA and to give some 
context, the Caucus was started in 1996. If you 
think about what was happening in the 1990s, we 
witnessed the beginning of health care reform and 
the major policy initiative of Former President Bill 
Clinton. It was the most contentious major 
policy initiative that he tackled. During that 
period, there were more than 35 million 
Americans without health care and skyrocketing 
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health costs were making it difficult for employers 
with health care benefits to continue to provide 
them. There was also backlash from groups who 
saw this as a plan to socialize medicine. 
Additionally, during this time, the AIDS epidemic 
emerged as a global public health crisis. AIDs had 
significant implications for treatment, health 
insurance coverage and hospital costs. The Gulf 
War Syndrome was coined after veterans had 
come back from the war with various illnesses. 
Some of them were denied full disability and pay. 
Lastly, we also had the continuing fight for safe 
abortions where we saw increased protests and 
violent attacks on clinics and health professionals. 


Against the backdrop of this context, in 1994, Dr. 
Caswell Evans, who was the former president of 
the APHA at that time, had in his platform that 
APHA needed to establish a Faith Caucus. 
Subsequently, the Caucus was formed, and we use 
this platform at APHA as a way of bringing 
attention to the role that faith can play in the social, 
economic, and political justice movements by 
creating and encouraging these meaningful 
dialogues between public health entities and faith 
communities. The Caucus continues to espouse 
the historic work of the faith health movement 
which began in the 1980s by Dr. Bill Foege, 
former Executive Director of the Centers for 
Disease Control and Prevention, who enlisted the 
assistance from former US President Jimmy 
Carter to establish the Interfaith Health Program at 
Emory University. The faith health movement 
began with the goal of fostering partnerships 
between faith and public health, with an emphasis 
on helping faith communities close some of the 
gaps that keep them from fulfilling their potential 
to assist in preventing disease and improving 
health”, 


The Faith Caucus, affiliated with APHA, 
promotes public health as a science, by 
facilitating, modeling, and providing a platform 
during the annual meeting to encourage public 
health leaders, scientists, faith leaders, and lay 
leaders, to present their research and data for 


capacity building models that include education, 
information, training, and best practices. The 
Caucus acknowledges that faith and science can 
and do coexist and should not be in conflict with 
one another. As Chair of the Caucus, I am 
committed to working with faith communities and 
public health leaders to close some of the gaps that 
were identified by the Interfaith Health Program. 
Our goal is to help faith communities move 
beyond charity work towards building and 
strengthening their capacities to sustain the 
programs and activities they undertake, continue 
to provide a platform for faith communities to 
promote, replicate and apply their knowledge of 
what works in communities, assist faith 
communities in framing their programming and 
activities in science language for written 
manuscripts and scientific presentations, and to 
provide educational forums and workshops where 
diverse faith communities can come together to 
dialogue, learn from one another, and explore faith 
strategies. One of the most memorable things for 
me regarding the Caucus is that every year during 
the annual APHA meeting, we sponsor an 
Interfaith Celebration — a safe space for the 
expression of all faith communities to share their 
traditions, cultural experiences, stories, 
reflections, and music. It’s a reminder that 
everyone’s personal faith is important to them. 
The Interfaith Celebration calls for the faith 
community to speak in one voice on matters of 
faith and social justice. Also, I’m happy to say that 
the Caucus is now involved in the global 
vaccination efforts because we are now a member 
of the Jerusalem Impact Vaccination Initiative, an 
international coalition to support faith 
organizations’ preparedness and the 
implementation of mass COVID-19 vaccinations 
that is needed globally as a part of the national 
deployment and vaccine plan. We have also 
worked collaboratively with the Global Maternal 
Child Network, an APHA working group, to 
develop a joint policy statement on support for 
faith-based engagement and approaches to 
improve global childhood routine vaccinations in 
the age of COVID-19 and beyond. 
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Angela Monahan: Any final thoughts about what 
public health professionals and students should 
know and learn going forward about faith, 
religion, spirituality, and public health? Any final 
overall summaries? 


Barbara Baylor: Allow me to share a story from 
the sacred texts about the dry bones in the valley 
(Ezekiel 37) to illustrate lessons for public health 
students and leaders. The dry bones were the 
people filled with such despair, no hope, and 
pain, and they thought that their whole lives 
would never be the same. Then the bones were 
spoken to and regained their life. Today, there are 
persons in our congregations who feel the same 
way. Faith communities working alongside 
public health must help to eliminate pain and 
suffering and to promote a better quality of life 
for all. If we want to make a difference in the 
world, bring life to the dry bones, and remove 
disparities, racism, inequities, and injustices, we 
need to assist faith communities in advocacy 
efforts and help them to understand the role of 
public policy. Make sure you know the language 
of the faith community that you’re working with 
and use their languages to develop messages that 
will work for them and other faith communities. 
We must be reminded though, that faith 
communities work in their own time and things 
won’t change overnight just because they are 
working with you. As future public leaders, you 
must be consistent, transparent, and flexible 
when working with faith communities; and, for 
these partnerships to be successful, there have to 
be some benchmarks set to measure where we are 
going, how we will get there, and how we will 
know when we’ve been successful. 


Using the story of the Dry Bones, I’ve spoken 
about my vision to many audiences over many 
years, here is a statement condensing several key 
themes that have guided and animated my work: 


“How do we achieve health equity? By 
embracing the values that we as faith leaders and 
health professionals know work! Will these dry 
bones live? Yes. Our faith encourages us to 


address our dry bones situations with faith. If we 
fail to collaborate and communicate with each 
other to end disparities and inequities, we will 
continue the legacy of the dry bones. These bones 
must live so that together we can envision a day 
when preventable death, illness, injury and 
disability, health disparities, inequities, racism, 
and discrimination will be eliminated and that 
every person will enjoy the best health possible. 
We must all speak life into our families, 
communities, places of worship, and each other 
so that any dry bones around us can be 
transformed and connected to one another with 
love, strength, courage, and a determination to 
live.” (B. Baylor) 


This interview with Barbara Baylor took place over 
Zoom on April 22 and May 6, 2022. The transcript has 
been edited for clarity and brevity. 
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How Religion Motivated Smallpox Eradication 


Doug Oman! 


The PHRS Bulletin publishes a wide range of article, with purposes ranging from 
education and pedagogy to advocacy to theoretical or historical reflection. In this piece, 
Doug Oman discusses roles of religion highlighted in two recent memoirs of smallpox 
eradication leaders, arguing that the public health field needs histories that better 
address and integrate the role of religious and spiritual factors. 


ow many of us in public health know that 
Heise performed diverse and perhaps 

crucial functions in motivating global 
smallpox eradication, often hailed the greatest 
public health triumph in history? Religion’s roles 
in smallpox eradication are seldom recounted in 
public health teaching and discourse, perhaps 
because previous histories have emphasized 
technical and managerial strategies, ignoring 
religion or framing it as an obstacle. But such 
truncated views of history do not optimally 
prepare us for a global, multicultural future in 
which religion remains a powerful force. Happily, 
as described below, a much wider range of 
religion’s roles in global smallpox eradication — 
sometimes astonishing — can be gleaned from two 
complementary and recently published memoirs 
by smallpox eradication leaders William Foege 
(2011), later director of the Centers for Disease 
Control and Prevention, and Larry Brilliant 
(2016), later the founding director of Google’s 
philanthropic arm, Google.org. 


Larry Brilliant (left) and William Foege (right) 


It should not cause surprise that religion played 
important motivational roles in the historic 
smallpox eradication campaign of the 1960s and 
1970s, as religion is among the most powerful 
human motivators— perhaps most commonly in 
ways that support health and well-being (Oman & 
Syme, 2018). Healthy lifestyles, for example, can 
be motivated by concern for stewarding one’s 
body as a sacred “temple.” Such shared concern 
for bodily health undergirds the widespread 
collective partnering between public health 
professionals and religious communities (e.g., 
Idler et al., 2019; Kegler et al., 2007; Whyle & 
Olivier, 2017). And religion is often a key 
influence on discernment of personal “calling” 
(Dik et al., 2009; Oman, 2018). But as described 
in these memoirs, especially by Brilliant (2016), 
religion’s motivational functions in smallpox 
eradication extended far beyond conventional 
categories. 


Global smallpox eradication is one of 
humankind’s greatest triumphs: Smallpox had 
killed, often horrifically, approximately one third 
of a billion people in the 20th century alone 
(Henderson, 2011, p. D8) — a number that dwarfs 
the recent toll from COVID-19, and even dwarfs 
the 1918 influenza pandemic. Spread by 
respiration and face-to-face contact, the inhaled 
smallpox variola virus invaded the body’s 
respiratory tract, proceeding to lymph nodes, bone 
marrow, and bloodstream, and commonly 
producing pustules covering large areas of skin, 
fever, nausea, bleeding, and death for about one- 
third of victims. “Textbook descriptions miss the 
often catatonic appearance of patients attempting 
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to avoid movement, the smell [and] isolation 
imposed by the disease.... Although many 
diseases and conditions are tragic, smallpox was 
in a class by itself for the misery it inflicted on 
both individuals and society” (Foege, 2011, pp. 
22-23). Smallpox was “by far, the most persistent 
and serious of all the pestilential diseases known 
to history... more feared than any of the [other] 
great pestilences — more than plague or yellow 
fever or cholera or malaria... there was no 
treatment” (Henderson, 2011, p. D7). 


But in the late 1960s, there was no overabundance 
of motivation for pursuing the patient, persistent 
work of eradication, perhaps because so many 
people viewed full eradication as a longshot if not 
impossible. Even within the World Health 
Organization (WHO), many leaders viewed global 
eradication as “an impossible goal” (Henderson, 
2011, p. D8), or perhaps a “wishful fantasy” 
(Foege, 2011, p. 53). Only by a narrow margin of 
two votes did the World Health Assembly vote in 
1966 to create a special program for smallpox 
eradication, to which WHO would contribute $2.5 
million per year. Fearing that it would fail, 
Marcelino Candau, WHO’s Director-General 
from 1953 to 1973, had opposed launching the 
program (Henderson, 2011). And India — a main 
focus of Brilliant’s and Foege’s memoirs — was 
viewed as exceptionally challenging, due to its 
mode of government, size, population density, 
poverty, and cultural complexity — a place where 
even the WHO’s optimistic program leaders 
“expect[ed] to see smallpox make its last stand” 
(D. A. Henderson, quoted in Brilliant, 2016, p. 
143). “Smallpox in India was different... In India, 
it seemed, smallpox was inevitable” (Foege, 2011, 
pp. 83-84). 


Personal Vocation 


On the level of the individual, Brilliant’s (2016) 
and Foege’s (2011) memoirs narrate how religion 
provided personal motivation, leading each of 
them to a sense of calling. Foege, a minister’s son 
who grew up “in a series of parsonages” (2011, p. 
12), describes a more conventional process of 


discernment, recounting inspiration from Albert 
Schweitzer, a Nobel Prize winning missionary 
doctor, and a series of mentors. Less 
conventionally, he records his longstanding early 
interest in pursuing public health work in medical 
missions, and being “disturbed... that church 
groups did so much medical work in developing 
countries,” perhaps as a “useful proselytizing 
tool,” “yet took so little responsibility for disease 
prevention... churches should be working because 
of what they believe, not because of what they are 
trying to get other people to believe” (pp. 28-29). 


Brilliant’s path was arguably far more surprising. 
Whereas Foege was “motivated by a deep 
Christian faith,” Brilliant was “dragged” to India 
by his wife of three years, so that he could meet 
her spiritual teacher (guru; Brilliant, 2016, pp. 
167, 299). A newly trained physician, Brilliant had 
little interest, viewing his personal “journey [as] 
about putting science and medicine to use in order 
to help ease suffering” (p. 107). Unexpectedly, 
however, Brilliant’s wife’s guru, who had a high 
reputation in India, and to whom Brilliant too 
eventually became devoted, one day for no 
apparent reason informed Brilliant that he would 
“work for the United Nations... you are going to 
go to villages and give vaccinations against 
smallpox” (p. 126). Possessing “no experience in 
public health” (p. 126), Brilliant was utterly 
baffled. He had “no experience in public health, 
no training past internship... no training in 
epidemiology [and] had never even seen a case of 
smallpox” (pp. 142-143). 


Only because of his guru’s ongoing insistence — 
surely a form of religious motivation, although not 
stereotypic of career discernment — Brilliant “kept 
going back to WHO, more than a dozen times by 
taxi, bus, rickshaw, and train,” a journey each time 
of “a dozen hours if everything went right” (p. 
140) — and was repeatedly told that “hiring you is 
quite impossible” (p. 138), based on his near 
complete lack of proper background, as well as 
Indian legal restrictions on who could be hired by 
WHO, not to mention the fact that he was 
“younger by at least a decade than any foreigner... 
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ever hired” by the regional WHO office. 
Eventually hired as an administrative assistant in 
the smallpox program, Brilliant was only sent into 


the field to do vaccinations as a last resort when a 
key field worker suddenly fell ill. 


Collective Motivation and Leadership 


Brilliant (2016) also recounts how smallpox 
eradication in India reflected the pivotal role of 
religious leadership, but in unexpected ways. On 
the same day that Brilliant’s guru informed him 
that he would work for the United Nations, his 
guru also told him that “smallpox... will be 
unmulan, eradicated from the world. This is God’s 
gift to humanity because of the dedicated health 
workers. God will help lift this burden of this 
terrible disease from humanity” (Neemkaroli 
Baba, quoted in Brilliant, 2016, p. 126). Because 
of his reputation for infrequent but accurate public 
prophecy, Brilliant’s guru’s prediction proved 
catalytic for motivating skeptical Indian officials. 
As explained by Brilliant (2016, p. 231): 


Most of the time, when I entered a new town 
I went straight to meet the civil surgeon or 
medical officer. The minute I started talking 
about smallpox, the Indian official’s eyes 
would glaze over and he would politely usher 
me out of the office. I attached a huge picture 
of Maharaji [my guru] to the windshield of 
my jeep, [something] I wasn’t supposed to do. 
But when these Indian doctors noticed his 
picture, they would ask, in that very Indian 
way, “Who is this guru, and who is he to 
you?” I would tell them the story of 
Maharaji’s prediction that God, through the 
hard work of dedicated health workers, would 
make smallpox disappear. They would then 
ask some variant of “Is that the same guru 
who [made various specific well-known 
accurate prophecies]...” After I confirmed 
that he was, the real work started; I was 
escorted back inside, where the local medical 
officer and I could have another cup of chai 
and an honest conversation, not about gurus 


and prophecies, but about early detection, 
early response, reporting, and vaccination. 


Previous histories of Indian smallpox eradication 
have failed to recount such dynamics of religious 
motivation (e.g., Brilliant, 1985; Henderson, 
1980; World Health Organization, 1980).[3] An 
initial emphasis on technical and managerial 
historiography may be understandable, but 
ongoing elision of spiritual/cultural dynamics 
seems inadvisable, for as Foege (2011, pp. 52-53) 
explained: 


[I]n retrospect, the belief that it could be done 
seems like the most important factor in the 
global eradication effort. The technology and 
the infrastructure were necessary, but the 
planning and hard work required to use them 
to full effect rested on the faith that 
eradication was possible. We all know the 
adage that some things have to be seen to be 
believed. In fact, the opposite is often true: 
some things have to be believed to be seen. 


The fact of smallpox was so ingrained in 
human experience that we had our work cut 
out for us to convince people that eradication 
was not a wishful fantasy. The shift from 
doubt to belief was not unlike a religious 
conversion; it involved not just facts, but 
emotion, too. A person suddenly transformed 
by the vision of what was possible could not 
be stopped.... Like a communicable disease, 
the belief in smallpox eradication was 
infectious, with an incubation period, various 
degrees of susceptibility, and an increasing 
rate of spread that finally infected many who 
came in its path. Once this condition was 
shared by a critical mass of people, no barrier 
was insurmountable. 


It may be impossible to know if collective 
religious motivators such as described by Brilliant 
played a critical role in enabling smallpox 
eradication. But to wonder seems natural. Foege 
(2011, p. 192) writes that “In retrospect, achieving 
the eradication of smallpox might look inevitable. 
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In fact, though, the chain of events included so 
many opportunities for failure that success was not 
a given — and we knew it. We had no guarantee 
of success and were humbled so often that 
humility became a daily emotion.” The possibility 
that religious endorsements could have tipped the 
balance hardly seems extraordinary when set in 
the context of millennia of interactions between 
religion and public health (Holman, 2015; Porter, 
2005). 


Better History 


Presently, however our understanding the 
interplay of cultural, religious, and technical 
factors in eradication is handicapped by the strong 
muting or exclusion of religious motivations from 
most histories of smallpox eradication. Improved 
and rebalanced histories would better inform 
practice and help guide the much-needed 
mainstreaming of proper attention to religious 
factors in public health training (Oman, 2018). 
Moreover, as lamented by Foege (2011, p. xix), 


We lose our histories far too fast. In the 
dozens of public health efforts in which I have 
been involved throughout my career, the 
histories have rarely been written soon 
enough. Within years, sometimes within 
months, people’s accounts begin to differ. 
Often the participants simply do not keep 
journals or record their notes.... participants 
at the 2006 reunion of the first smallpox 
workers... were invited to record oral 
histories. Many commented that they had 
forgotten details, and their accounts were 
incomplete. Based on this experience, the 
CDC decided to collect oral histories from the 
people involved in the 2010 HIN1 influenza 
phenomenon right away, in 2010. This is a 
wise practice, for much that might benefit 
future generations can be learned from 
eyewitness accounts of important events. 


Of course, not all roles of religion in smallpox 
eradication in India or elsewhere were prima facie 
salubrious. For example, Foege (2011, p. 59) 


described a novel smallpox outbreak with cases 
mysteriously distributed throughout a Nigerian 
city, which turned out to come from a church 
group that had refused vaccination based on 
religious convictions. More dramatically, Brilliant 
(2016) describes how a tribal chief in a remote 
Indian village firmly resisted vaccination, 
explaining that “only God can decide who gets 
sickness and who does not. It is my duty to resist 
your interference with his will” (p. 333). But the 
chief was no stereotypical religious bigot from 
central casting. After he and his family were 
ambushed, physically restrained, and vaccinated 
by force, he collected his wits and then offered 
hospitality to those who moments earlier had 
assaulted him and his family. “We have done our 
duty. We can be proud of being firm in our faith... 
You say you act in accordance with your duty... It 
is over. God will decide. Now I find that you are 
guests in my house. It is my duty to feed guests” 
(p. 333). Brilliant noted that the chief “was so firm 
in his faith, yet there was not a trace of anger in his 
words,” commenting that “it felt to me like a post- 
graduate course in cultural relativity” (p. 333). 
There followed a discussion between the chief and 
Indian members of the vaccination team (e.g., 
“You live by God’s will. I, too, have surrendered 
to God’s will — that is what the word ‘Islam’ 
means... But what is God’s will?... Could we 
bring the needle if it were not God’s will?... It is 
God’s will, and my dharma is to protect your 
children from smallpox,” pp. 334-335). Soon 
after, the remaining villagers came forward to be 
vaccinated. 


Additional anecdotes scattered throughout these 
memoirs show many other roles played by 
religion. For example, Brilliant reports eradication 
team interactions with priests at temples dedicated 
to Shitala, the Indian Goddess of smallpox. 
Whereas most of the eradication team’s physicians 
expected the priests to hide smallpox cases, 
Brilliant (2016, p. 189) “was pleasantly surprised 
by [the priests’] cheerful willingness to help the 
eradication effort.” Similarly, leaders of Jainism, 
a religion that teaches nonviolence to all living 
creatures, despite their concerns that animal lives 
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were taken in creating the vaccine, were persuaded 
to back the eradication effort (see Brilliant, p. 
344). And after Brilliant noticed the vaccination 
scars on the arms of the Dalai Lama, His Holiness 
explained that he had been vaccinated four times 
during the Tibetan smallpox epidemic of 1948 
because “each of the four Buddhist sects wanted 
to make certain that their vaccine was used to 
protect me” (p.263). 


The full spectrum of religious roles in smallpox 
eradication is clearly much wider than presented 
in most smallpox histories. Only by collecting and 
reflecting upon accounts of these manifold roles 
can we understand their full significance for future 
public health efforts. Yet one implication seems 
clear: Religion can be a powerful collaborative 
force for disseminating not simply recognition of 
the value of meritorious public health initiatives, 
but also an active belief in the ability of such 
efforts to succeed. In social science terms, religion 
can powerfully boost collective efficacy (Butel & 
Braun, 2019; Tower et al., 2021; see also Oman et 
al., 2012, p. 279, n. 1), in some cases by bringing 
to bear beliefs in “divine agency... as a guiding 
supportive partnership requiring one to exercise 
influence” (Bandura, 2003, p. 172; see also 
Pargament et al., 1988). Such belief in our 
collective capacities is indispensable for facing 
today’s most daunting public health challenges, 
such as global climate change and resurgent 
pandemics. Culturally and_ spiritually rich, 
balanced, and instructive histories of past victories 
can fortify us for such challenges. Between them, 
these two valuable memoirs by Brilliant and Foege 
not only outline technical aspects of smallpox 
eradication, but set before us helpful portraits of 
many diverse functions served by religion and 
spirituality, factors that need better recognition in 
public health as key partners in the challenging 
work ahead. 
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Resources & Updates: Spring/Summer 2022 


PHRS Staff 


Editors’ Note: This section emphasizes resources at the intersection of 
religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 
more content, and please send new potential content to this section to: 


phrsadm1@publichealthrs.org and phrsadmin0@publichealthrs.org 


New Research 


May 2022: Special Issue Journal for the 
Study of Religion, Nature, and 

Culture: Religion, COVID-19, and 
Biocultural Evolution. (Eds: Crews and 
Taylor) 

April 2022: Religious/spiritual struggles 
and well-being during the COVID-19 
pandemic: Does “talking religion” help or 
hurt?. (Upenieks) 

April 2022: Associations of Changes in 
Religiosity With Flourishing During the 


COVID-19 Pandemic: A Study of Faith 
Communities in the United States. (Jacobi, 


Cowden, Vaidyanathan) 

March 2022: Health Effects of Religion, 
Spirituality, and Supernatural Beliefs in 
Mainland China: A Systematic Review. 
(Pan et al.) 

February 2022: Narratives and counter- 


narratives in religious responses to COVID- 


19: A computational text analysis. (Idler, 
Bernau, and Zaras) 


February 2022: “People Are Not Taking the 


Outbreak Seriously”: Interpretations of 
Religion and Public Health Policy During 
the COVID-19 Pandemic. (Johnson et al.) 
January 2022: Keeping the Faith: Religion, 
Positive Coping, and Mental Health of 


Caregivers During COVID-19. (Sen, 
Colucci, and Browne) 


Articles, Books, Commentaries, 
Interviews, and Webinars 


Webinar: June 16, 2022: Registered Reports 
and Funding in Consciousness and Religion 
Research. (Center for Open Science) 
Commentary: May 2022: Religion, cancer, and 
sub-Saharan African health systems. (Olivier) 
Commentary: May 2022: Religious Community 
in Public Health and Medicine. (VanderWeele) 
Webinar: May 2022: Bridging Faith and 
Science to Combat the Overdose Crisis Series. 
(Johns Hopkins Bloomberg School of Public 
Health) 

Book: December 2021: Religion, Virtues, and 
Health. (Krause) 

Funding: Call for Proposals —-Open Science of 


Religion 


Upcoming and Calls for Papers 
(newest first) 


e Deadline Approaching: Special 
Issue Religions, “Religion and Public 
Health Threats in the 21st Century“. Due 
July 31, 2022 

e Upcoming: August 2022: 18" Annual 
Course on Religion, Spirituality, and 
Health. Duke University. 

e Upcoming: November 2022: American 
Public Health Association (Boston, MA). 
Link to the Caucus on Public Health and 
the Faith Community here. 
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Editors’ Introduction: Fall 2022 Issue #7 


e are pleased to share with you the 
seventh mini-issue of the PHRS 
Bulletin. This issue opens by profiling 


the Caucus on Public Health and the Faith 
Community, a caucus within the American Public 
Health Association (APHA), and one of the best 
places within APHA and its meetings to meet 
others concerned with religion, spirituality and 
health, and learn more about these topics. This 
profile is written by Barbara T. Baylor, chair of the 
caucus, who was also interviewed in our previous 
Bulletin Issue #6 (Spring/Summer 2022). Guest 
speakers at next week’s Caucus events will 
include David Satcher (former US Surgeon 
General), and Howard Koh (former Assistant 
Secretary, Department of Health and Human 
Services). 


A second article is from Julissa Soto, a Colorado- 
based public health leader whose work on 
vaccination promotion has won many accolades. 
Her article is structured as her responses to a series 
of questions, such as “How did your work begin?”, 
“What does it mean for you to work at the 
‘intersection’ of religion and public health?” and 
“How do you navigate tension points that can 
emerge when faith and public health work in 
partnership?” In contributing this article she is 
pioneering a new genre of article for the Bulletin 
— a genre that we hope you find enjoyable, 
informative, and useful for navigating your own 
faith/health “tension points” — and a genre that, if 
successful, might be a vehicle for featuring the 
contributions to spirituality and public health of an 
ever-expanding circle of colleagues. 


Our third article features an interview dialogue 
with Dr. Mimi Kiser, for many years a leader of 
Emory University’s teaching on faith and health, 
and deeply involved with its Interfaith Health 
Program since 1993 when the program began at 
The Carter Center. After three decades in the field, 
and in dialogue with her former student Dr. 


Stephanie Doane, Dr. Kiser reports that she has 
“never seen [as] many federal agencies take 
religion as seriously as they did during COVID- 
19, investing staff and programmatic resources... 
it has been phenomenal.” 


Finally, in our resources article, we present some 
of the latest research at the intersection of religion, 
spirituality, and public health, as well as upcoming 
conferences and funding opportunities. We also 
alert you to a newly published book on the history 
of a “spiritual dimension” of health within the 
World Health Organization (WHO) — a history 
beginning at the WHO’s inception after World 
War II — and, according to the book, closely 
connected with many of the organization’s ethical 
aspirations. 


We wish you all a wonderful fall and winter and 
look forward to sharing with you our next mini- 
issue, currently targeted for publication in late 
spring. 


Warmly, 


The PHRS Editorial Team 
Angela, Ashley, Kate, and Doug 


Angela Monahan, MPH 
angela.grace.monahan@gmail.com 


Assistant Editor 


Ashley Meehan, MPH 
ashleymeehan20@gmail.com 


Assistant Editor 


Katelyn Long, DrPH 
knlong@hsph.harvard.edu 


Coeditor 


Doug Oman, PhD 
dougoman@berkeley.edu 
Coeditor 
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APHA 150th Anniversary Celebration: The Caucus on Public Health and the 
Faith Community Explores Faith Communities as Essential Partners in 


Community Public Health Programs and Research 
Barbara T. Baylor! 


Editors’ Note: The PHRS Bulletin is pleased to spotlight goings-on in the growing world 
of research, practice, and education on public health, religion, and spirituality. In this 
article, Barbara Baylor gives a brief history of the Caucus on Public Health and the Faith 
Community, and highlights the Caucus’ two special sessions taking place during the 
150th Anniversary Celebration of the American Public Health Association. 


Community — an official caucus within the 

American Public Health Association 
(APHA) — began its work in 1996 under the 
growing recognition that tackling health issues is 
not the exclusive domain of federal, state, or local 
government workforce or _ public/private 
organizations. Today, the Caucus continues to 
espouse the historic work begun by the Faith 
Health Movement. Through its sessions at the 
annual meetings of the APHA, the Caucus 
provides a platform and facilitates opportunities 
for evidenced-based discussion and research, and 
promising new approaches that support the value 
of faith as a key to the delivery of effective 
community health services. The Caucus believes 
that promoting and enhancing collaborations 
between the faith community and the health 
community is an effective partnership for 
addressing physical, mental, emotional, spiritual, 
and social health challenges.2! One does not need 
to be a member of APHA to join the Caucus on 
Public Health and the Faith Community. 


r | Nhe Caucus on Public Health and the Faith 


This year on November 6-9, in Boston, MA, the 
APHA will hold its Annual Meeting & Expo, and 
will be celebrating its 150th Anniversary of 
creating the healthiest nation and leading the path 
toward health equity. During this celebration, the 
APHA Caucus on Public Health and the Faith 
Community will honor the legacy of faith and 
health partnerships by hosting two special 
sessions, including several distinguished and 
influential speakers, that focus on the role of the 


Faith Community in the ongoing work for health 
equity. 


For decades, those engaged in the work we are 
honoring have been rising to the challenge held 
out by former U.S. President Jimmy Carter, who 
asked: “What if congregations, mosques, and 
temples cooperated with each other to improve the 
health of people in the communities where they 
are located?! In 1992, with a belief that faith 
communities could play a primary role in 
improving health, Dr. William Foege, former 
Executive Director of the Centers for Disease 
Control and Prevention (CDC), with the assistance 
of Former President Jimmy Carter, established the 
Interfaith Health Program (IHP) at Emory 
University in Atlanta, Georgia. The Program 
fosters partnerships between communities of faith 
and public health to close the gaps in preventing 
disease and improving health. 


Yet even before that time, faith communities had 
been creating innovative programs and established 
health clinics, hospitals, and facilities. Some of the 
earliest hospitals were founded by major faith 
traditions, seen today in the myriad of Catholic, 
Lutheran, Baptist, Methodist, Presbyterian, 
Adventist, Jewish and other religiously branded 
medical centers, and in 1957, the Lutheran 
Evangelical Reformed Church and the United 
Church of Christ (UCC) formed Advocate Health 
Care. More recently academic faith and health 
centers have been founded, such as the Duke 
University Center for Spirituality, Theology, and 
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FAITH CAUCUS EVENTS AT APHA 


Health.4! We have a broad and long legacy to 
honor! 


First, on Sunday, November 6, 2022, 6-7 p.m. in 
the Boston Convention Center, the Caucus will 
host a Celebration titled: “United to Heal: An 
Interfaith Celebration of Holistic Healing and 
Peace”. The Program is a multi-faith celebration 
that will honor diverse worship, prayers, 
reflections, and music. The event is free and open 
to the public. Several multi-faith cultures and 
traditions from the Greater Boston area have been 
invited to participate. 


Second, on Monday, November 7, 2022, 10:30 
a.m.-12:00 p.m. in the Boston Convention Center, 
the Caucus will host a special Invited Session 
titled: “Faithful Dancing with the Bears of 
Inequity: Past, Present, Future”. The title is 
derived from a quote by Dr. Joycelyn Elders, 
former U.S. Surgeon General, who once compared 
the work of public health to dancing with a bear. 
She said, “You don’t quit when WE get tired; only 
when the bear gets tired.”!*! Historically, the Faith 
Community, which never tires of its dance with 
bears, has been integral to the success of social 
reform movements in the U.S. 


“Faithful Dancing with the Bears of Inequity: Past, 
Present, Future”, will offer a retrospective view on 
the decades of faith involvement in health care 
delivery, caring for the sick, health education, 
health promotion, disease prevention, and health 
equity and will focus on: 1) the value and 
importance of the faith community’s role in the 
past, 2) the current faith health movement, 
research, and programming, 3) the continuing 
journey to rebuild trust and foster a sense of hope 
and mutual support between public health and 
faith, and, 4) the recognition that faith 
communities are more than physical spaces but are 
communities of faith filled with significant 
culture, history, and traditions which need to be 
passed on to future generations. 


This rousing conversation will be moderated by 
Dr. Caswell Evans, the primary impetus in the 
formation of the Caucus on Public Health and the 


Faith Community and a former President of 
APHA, and Barbara T. Baylor, MPH, Chair of the 
Caucus. Our distinguished invited guests include: 


e Dr. Howard K. Koh, Harvey V. Fineberg 
Professor of the Practice of Public Health 
Leadership at the Harvard T. H. Chan 
School of Public Health, former Assistant 
Secretary Dept. of HHS 

e Dr. David Satcher, former Surgeon 
General of the U.S., former Executive 
Director of the CDC, Founder, The Satcher 
Leadership Institute, Morehouse School of 
Medicine 

e Dr. Somava Saha, Founder and Executive 
Lead of Well-Being and Equity (WE) in 
the World, and Well Being In the Nation 
(WIN) 

e Mr. Jeffrey Simms, Assistant Professor 
Health Policy, Gillings School of Global 
Public Health, University of N.C. at 
Chapel Hill 


For more information about the Caucus and for 
membership, please contact 
Barbara T. Baylor, MPH, Chair via Email: 
baylorbarbara@gmail.com 


[1]"Barbara T. Baylor, MPH, Chair, Caucus on 
Public Health and the Faith Community 
(baylorbarbara@gmail.com). 


[2]*Caucus on Public Health and the Faith 
Community 


[3]4Quoted from former president Jimmy Carter’s 
remarks in a video that introduced the Interfaith 
Health Program: Starting Point: Empowering 
Communities to Improve Health 


[4]Faith-Based Partnerships for Population 
Health: Challenges, Initiatives, and Prospects 


[5]*Dr. Joycelyn Elders on Women in Leadership 
Positions. Symposium sponsored by University of 
California, Berkeley and San Francisco campuses 
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Facing Challenges in Public Health Change for a Person of Faith in Colorado 


Julissa Soto!!! 


Editors’ Note: We are pleased to present a new type of article that features a wide range 
of professionals working at the intersection of religion, spirituality, and public health. In 
this style of article, practitioners answer a set of questions in their own words to convey 
the motivation for their work, their successes and challenges, and advice to others who 


seek to engage in their communities. 


Colorado. For work on vaccination promotion 

among Latino communities and other bridge- 
building public health efforts, she was won many 
accolades from Colorado State and National 
leaders, and is recognized as one of the state’s 
leading Latino immigrant advocates. She serves 
on the Health Equity Commission for the 
Colorado Department of Public Health and co- 
chairs regional programs that provide guidance on 
health equity and outcomes. She was recently 


awarded the Diversity, Equity and Inclusion 
Champions in Advocacy Award for Colorado 


Springs, Colorado, the Big Shot of the Year award 
from Immunize Colorado, a National Advocacy 
Award from Voices for Vaccines, the 2022 
Excellence in Immunization Equity for the 
Immunization Coalitions and Partnerships in 
Minneapolis, and the Colorado Public Health 
Association’s 2022 Award for Excellence in the 
Promotion of Health Equity. 


Jess Soto is a public health consultant in 


Question 1: Very briefly, please describe your 
work for PHRS readers. 


I act as a bridge between the Latino community, 
public health leaders, and religious leaders. In that 
sense, I’m a messenger, an intermediary, between 
these groups that do not have a _ good 
understanding of each other. So, I help make the 
connections to help them understand each other 
better, and I do it through the health tool of 
vaccination. One of the major projects I’ve led the 
past few years is “Vaccine Sunday” held at 
Catholic Churches in Colorado. These events take 
a huge amount of effort to put together because 


you have to work with 
_,, all three groups, which, 
~~ again, do not know 
how to work together 
well. The inability to 
know or work well 
together contributes to 
the mistrust, distance, 
and siloing that keeps 


our health system 
broken and _ health 
Julissa Soto (right) and a system disparities 


recently vaccinated and 


araical friend thriving for decades. 


Question 2: How did your work begin? What 
are the personal stories that drive or motivate 
you? 


Twenty-four years ago, I tried to get health care 
support for my sick kids, including in the ER. And 
I struggled with roadblock after roadblock to 
access care. The health system was 
incomprehensible to me and I was scared for the 
health of my kids. I realized our health system was 
not meant to be understood by anyone, much less 
the community that it should serve. I promised 
God then that I would one day try to figure out this 
health system and then help others understand and 
access it. And I’m still trying!! 


Question 3: What does it mean for you to work 
at the “intersection” of religion and public 
health? What does this work look like “in 
public” and how does work at_ these 
intersections play out at personal level? 
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Monsignor Jorge de los Santos, the pastor of Our 
Lady Mother of the Church in Commerce City, 
Colorado, pegged it best speaking at a mobile 
vaccination event I organized there on Easter 
Sunday 2022. He said, “Religion is not only about 
being in the church. Religion is about the common 
good. For the health of the body and soul. Then as 
we promote the good spirituality, then we promote 
good health for the people.” In other words, if our 
faith only promotes spirituality but ignores the 
intersection with human physical suffering like 
when people are left out of health care, then we are 
not following Christ’s admonition to care for the 
least of our brothers and sisters. Spirituality 
becomes superficial and empty then. Faith without 
action is indeed empty. It is sanctimonious and 
hypocritical. 


So, I bring Vaccine Sunday programs to churches 
vaccinating for COVID-19. And then, as I learned 
from that, “Vacunas en su Casa”, I now bring other 
vaccinations to my community, working with state 
and county health departments. Vaccinations are 
needed, but hard to get or afford for my 
community. 


Ive also lowered the roadblocks for my 
community, lowered the roadblocks that pastors 
face in linking spirituality with health, and 
lowered the roadblocks for health departments that 
keep them from relationships with the community. 
These are relationships they [health departments] 
should have had, but never have had before. 


I do this work by relying on and listening to God 
for guidance. I ask God to show me how to lower 
the roadblocks to be effective; to strengthen me 
from the resentment that comes with this work; 
and to resist attempts to rebuild roadblocks by 
pastors, health systems, and even community 
members. God helps me in this constant mediation 
in making our health system comprehensible and 
functioning for health. 


Question 4: What have been some of the big 
“wins” you’ve experienced along the way? 
What factors were at play to make these “wins” 
possible? 


Getting community members healthcare, starting 
with vaccination, where they have never had care 
before. Barrio by barrio. Building trust in a health 
system people have mistrusted for decades. 


Rattling the cages of healthcare decision-makers 
who otherwise wouldn’t be moving on the changes 
needed. I’ve learned that without the temerity of 
cage rattling, nothing changes. I have been very 
grateful for health leaders along the way who 
recognize how critical dedicated frontline work is 
and make my job so much easier, people like Jill 
Hunsaker Ryan, the executive director at the 
Colorado Department of Public Health and 
Environment, Kim Bimestefer the executive 
director of Colorado’s Department of Health Care 
Policy and Financing, Annie H. Lee, the President 
and Chief Executive Officer of Colorado Access, 
and John Douglas, the executive director of the 
Tri-County Health Department 


I also help pastors to take actions to truly address 
inequity in healthcare, not just ignoring it or 
talking about it as a distant goal. And to make 
these changes something that becomes THEIR 
vision, health care decision-makers and pastors, 
not just mine. Because it’s not about Julissa. This 
happens through all the vaccination events that I 
organize. Communities get care, and cages get 
rattled to make things happen. 


And then other miracles happen too. At a March 
2022 vaccination event at St. Mary Magdalene 
Catholic Church in Denver, I asked the pastor 
what he needed for his people. He said a food 
bank. Something about the way he earnestly 
expressed this need and my own connection with 
God, told me: “well, this isn’t vaccination, but it is 
health care. Let me see what we can do”. I opened 
the appeal up to leaders in health care, and 
miracles happened. We celebrated the opening of 
the new food bank at St. Mary Magdalene this July 
2022. God makes things happen through the 
miracles of genuinely working through people. 


Question 5: What are some of the hardest 
challenges you’ve faced? What do you do in 
moments of great struggle? 


SOTO 


One of the most significant challenges I face is 
holding health system decision-makers 
accountable to communities (cage rattling). And 
having to fight them when they are not leading. 
It’s very challenging when health leaders don’t 
like what you do but don’t have a clue what to do 
themselves. If you don’t have leadership ability, 
what are you doing? If you go shopping with no 
money, why are you shopping? We don’t need 
public health leaders who are window shopping 
with nothing meaningful to buy. When they too 
often sit in isolation from the community, 
lamenting disparity, but resent exploring change 
that could make a difference. Some of the changes 
I advocate for are things like: 


1) Training staff that interact with people to 
be personable. Not having sterile/clinical 
attitudes or treating people indifferently or 
disrespectfully. 


2) Training managers to hold _ staff 
accountable. Are health staff welcoming 
and warm, consistently making people feel 
they belong and are wanted? Staff must 
know this is a job requirement. 


3) Having public health navigators regularly 
enter into the Latino community to connect 
with residents, business owners, and 
churches, especially before health events. 
It’s important to make sure the community 
knows why the events are important to 
them and their families. It’s also important 
to do health outreach before, during, and 
after health events. Letting people know 
the health system cares and can be trusted. 


4) Speaking in Catholic churches that are 
predominately Latino (over 50% of 
Latinos are at least culturally Catholic) on 
Sundays, through the “Vaccine Sunday” 
and “Vacunas en su Casa” programs to 
reinforce caring for Latino health. 


5) Scheduling mobile health events in the 
Latino community at times when 
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community members are available. That 
means NOT 9am to 3pm Monday through 
Thursday, when it’s only convenient for 
clinicians. Reaching the Latino community 
means weekends and evenings when 
people are more easily and regularly 
available. 


6) Being innovative. Making events fun. For 
example, for children, during _ the 
Christmas season, bring Santa Claus! On 
Dia del Nino, have staff dress up as 
superheroes. For adults, have music — 
even dancing! 


These are things I advocate for with health system 
leaders. For health staff in the trenches of hands- 
on care, it’s important to understand the new 
approaches of engaging the community, where the 
community is located, and when they’re available. 
It’s also important to decisively but 
compassionately address their resentment, 
impatience, and sometimes disrespect for the 
community and me. 


For my work with religious leaders, it’s important 
to hold them accountable for the health of their 
congregations and communities. Helping them 
understand the intersection of spirituality and 
health. Within the Catholic community, we have 
Dominicans and Franciscans who tend to get it and 
this is not a hard sell. For the more conservative 
Catholics | (Neocatechumenal Way), it’s 
challenging for some reason. 


In moments of great struggle with all of this work, 
I remember my ex. He used to beat me up 
regularly, all the time. That was truly hard. With 
my current work in public health, it’s different; I 
don’t get beat up all the time! Give me Public 
Health! 


And more seriously, I turn the struggle over to 
God. I say, “God, this struggle I’m in is too much 
for me. I’m turning it over to you and going to 
bed”. And when I wake up the next morning, I 
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have the energy and the insight I didn’t have 
before. 


Question 6: What has the work required of you 
that you did not expect? 


Brutal hours, which have now become normal for 
me! Fridays, weekends, and evening hours. That’s 
when people are available. When I started out, I 
didn’t realize those hours and days of work would 
become the new normal. I’ve also been surprised 
by resentment from healthcare associates and even 
family members who don’t get the work I am 
doing. And there is also huge resentment from 
anti-vaxxers. I knew they existed and thought we 
could give each other space. That sometimes 
doesn’t happen. Anti-vaxxers can get in my face. 
One pulled up his shirt and showed me his gun, 
essentially threatening to use it if I didn’t leave. 
And there are also pro-vaxxers who are afraid of 
anti-vaxxers. I can respect anti-vaxxers who are 
civil, but we should not be letting them dominate 
any of the conversation. 


Question 7: How do you navigate tension points 
that can emerge when faith and public health 
work in partnership? 


I do this by helping pastors understand that 
vaccination is a gift from God or He would not 
have given science, the knowledge, to develop it. 
It should be used then for what God intended it for. 
To protect life. Too many Catholic pastors (as well 
as Protestant) are subject to social media 
misinformation or don’t understand enough about 
vaccination to advise their people. They need help 
to understand that COVID is_ dangerous, 
especially for the immunocompromised, the 
unvaccinated, and pregnant women. Promoting 
vaccination then is an act of charity that all people 
of faith are called to. I step in to provide the truth 
of vaccination so pastors have confidence to 
promote it and then work in partnership with 
public health. 


Question 8: What has been life-giving about 
this work? 


I know my Latino 
community is left 
behind. I see them 
crying for help 
when help is 
available, but not 
for them. That’s 
when I know my 
work is making a 
difference. For 
example, when an 
elderly lady gets 
her first COVID-19 shot (see photo at right) or 
when a young Latina hugs me in gratitude because 
the shot didn’t hurt and she wants to come back! 
(see photo above) This work gives me purpose in 
life. 


Making a difference: Happiness at 
receiving first COVID-19 
vaccination shot. 


Question 9: If you were able to give advice to 
your younger self, perhaps when you were just 
starting this work, what would you say? 


Know what you’re signing up for. Remember that 
passion is not teachable. It’s something you 
develop in yourself. Look for mentors who will 
help develop your passion. Beware of fakers who 
will mislead you that it’s all about you and 
personal gain. Instead, look for spiritual mentors 
like Rich McLean, who supports me and can 
tolerate my eccentricities but knows good when he 
sees it. It also helps to have a mentor with a 
mission from God, too. I know God supports me. 
But I need human support too, support that is 
genuine, not fake, contrived, or conditional. 


I would also say that like the Marines, you have to 
be ready to battle hitting the beaches. You’re 
going to get resistance. Keep your strength in God 
so you don’t wilt or succumb to giving up. This 
work isn’t for everyone. For some people, having 
a desk job writing reports and organizing meetings 
is better. I’ve seen the work I do send people to the 
hospital for stress, because you will get resistance 
in change making. 

Finally, know your work balance. Know yourself 
and use the gifts that God gave you. Don’t expect 
the impossible, but don’t give up on the possible 


SOTO 


as God shows you. Understand you’re not going 
to Cancun. You’re going to the hood. And love it! 


[1]}° Julissa Soto, Public Health Consultant on 
Latino Health Care 


(julissamolinasoto@gmail.com). 
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Dynamic Dialogue: Mimi Kiser and Stephanie Doan-Soares Reflect on Their 
Journey in Religion and Public Health — Past, Present, and Future 
Opportunities 


Ashley Meehan"! and Angela Monahan"! 


Editors’ Note: We are pleased to present an adapted group-conversation version of the 
PHRS Bulletin’s series of featured interviews with influential contributors who have 
shaped the field of public health, religion, and spirituality. 


e present a conversation between Drs. 
Mimi Kiser and Stephanie Doan- 
Soares. Mimi Kiser recently retired 


from the Rollins School of Public Health at Emory 
University, where she spent thirty years teaching 
and working with the Interfaith Health Program 
(IHP)#! and on the leadership team of the Religion 
and Public Health Collaborative! for the 
university. Stephanie Doan-Soares completed her 
Master of Public Health degree at Emory 
University, working closely with Mimi and others 
at IHP. Stephanie recently completed her Doctor 
of Public Health degree at Harvard University’s 
T.H. Chan School of Public Health. 


Mimi and Stephanie were engaged in conversation 
for the PHRS Bulletin by Ashley Meehan, a PhD 
Student at Johns Hopkins Bloomberg School of 
Public Health and a co-editor of the PHRS 
Bulletin. Ashley received her MPH at Emory 
University’s Rollins School of Public Health, with 
a certificate in Religion and Health. Ashley 
worked with Mimi at the Interfaith Health 
Program during her time at Emory. 


Ashley Meehan: Mimi, it would be great if you 
can kick-off our conversation. Can you recap a bit 
about the history of religion and health at Emory 
University, and how you got started at this 
intersection? 


Mimi Kiser: Yes, I'll start with some historical 
context for the Interfaith Health Program (IHP). In 
the 1980s and 1990s, there were two important 
themes emerging in public health. One was 


eliminating health 
disparities, and the 
other was around 
exploring social and 
behavioral 
determinants of 
health. At this time, 
there were two key 
people that helped 
shape this larger 
context, specifically 
for religion and 
health: Dr. William 
Foege, who was the director of the Centers for 
Disease Control and Prevention (CDC) from 
1977-1983, and Dr. Gary Gunderson. 


Mimi Kiser 


In 1984, Dr. Foege had just left his position at 
CDC, and President Jimmy Carter had asked him 
to be the executive director of The Carter Center. 
One of Dr. Foege’s early leadership activities at 
The Carter Center was a convening called, 
“Closing the Gap.”©! The convening was one of 
the efforts to frame for this social and behavioral 
knowledge and sector engagement that later 
informed a lot of new thinking of social 
determinants of health and setting a call to action 
addressing health inequities. 


About ten years later, in 1993, Dr. Foege and Dr. 
Mike McGinnis published an article!®! in JAMA 
on lifestyle factors underlying the leading causes 
of death — not the diseases themselves, but the 
factors in people’s lives underlying those causes. 
That was really a seminal representation of the 
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shift at the time to a focus on lifestyle and social 
determinants of health that undergird disease in a 
pretty significant way. This opened the doors for 
new strategic thinking and research about social 
contexts. I think this was partially spurred by the 
HIV epidemic, too. The emergence of HIV really 
forced public health to take the social and 
behavioral aspects of health more seriously. 


So, that hopefully paints a picture of the context in 
1992, when IHP was started at The Carter 


decisions about risk, as well as how the social 
environment, structures, and systems _ that 
influence peoples’ learning and conceptualization 
of who they are and the value they have. I got 
involved in a faith-based youth sexuality 
education project, evaluating a middle school age 
program, and ended up doing my master’s thesis 
on that. This was happening at the time when 
HIV/AIDS was really at the forefront in the early 
1990s, and people were trying to think about how 
people could make different decisions about their 


I have never seen this many federal agencies take 
religion as seriously as they did during COVID-19. 


— Mimi Kiser 


Center. At its founding, the IHP was called The 
Interfaith Health Resources Center. It was oriented 
around the “Closing the Gap” conversation and 
practical in terms of guiding congregations and 
faith-based organizations in how to do public 
health. Dr. Foege brought Dr. Gary Gunderson 
into the mix, which is significant because Gary 
had a background in faith-based work, oriented in 
the social experiences of communities and the 
natural inclinations of congregations and religious 
institutions.” In the late 1990s/early 2000s, IHP 
transitioned from The Carter Center to the Rollins 
School of Public Health at Emory University 
where it continues to live today and has been a 
really great fit all these years. 


So who am I, what called me, and how did I find 
this intersection? In the early years of IHP, I had 
gone back to school in a mid-career shift and was 
getting my MPH at Emory. Whenever there’s a 
new field emerging, a lot of what moves and 
shapes it are the people who are inclined to 
generate ideas and put seemingly unconnected 
pieces together in new ways. In 1990, that is what 
was happening at The Carter Center and Emory. I 
was really drawn to think about the social 
environment, particularly around meaning and 
how one understood and valued oneself in making 


risk. It was exciting for me to be thinking about 
social environments, particularly congregations 
and faith-based organizations, that youth find 
themselves in as they are discovering their 
emerging identities. Because of my work in that 
space, there was clear alignment with what IHP 
was becoming. I started working with IHP during 
its first year, and the rest is history! 


I now want to shift to Stephanie, because a really 
big part of the work that grew at Emory was the 
interdisciplinary learning opportunities for 
emerging leaders, and Stephanie is now one of 
those leaders. Stephanie, you had some pretty 
unique experiences in the context of religion and 
public health learning and practice. I want to know 
how you came into this emerging environment and 
how it strengthened and built who you are today. 


Stephanie Doan- 
Soares: I could say I 
feel a sense of calling 
to this work, but it’s not 
always very tangible. I 
grew up in a very 
Christian home and my 
faith has been very 
important to me. For 


Stephanie Doan-Soares 


DYNAMIC DIALOGUE 30 


most of my life, I wanted to be a doctor. I was on 
the pre-med track in college, majoring in biology 
and I ended up taking this class in religion. It 
turned into a minor in religion, and eventually a 
double major in biology and religion. While that 
was happening, I realized I didn’t want to be a 
clinical doctor. We organized a training in 
Philadelphia for religious leaders 10 years ago on 
trauma. Philadelphia is the sixth largest city, with 
one of the highest levels of deep poverty, a very 
high percentage of kids living in poverty, and 
astronomical numbers of homicides and incidents 
of gun violence. Who is on the front lines? 
Congregations and religious leaders. The question 
then was, how do we begin to educate our 
religious and lay leaders, and congregations, about 
mental health and trauma? We build a system of 
community supports out in the field, especially 
when so many people who are encountering and 
being involved in trauma, violence, and mental 
health issues, don’t have access to or don’t go to 
the health care system because there’s so many 
barriers. Philadelphia has been a big leader in 
training clergy around trauma and mental health. 
What I learned from Guy Steuart has infused 
everything I’ve done, because the core is really 
how do we bring people together? If we can’t 
bring people together and build the bridges and 
relationships to walk together, we won’t be able to 
solve these compelling problems that we have. 


I took a trip to South Africa to learn about the 
racial reconciliation efforts that were happening, 
and got to spend time at an HIV clinic. On that trip, 
I realized that public health was an entire field, so 
I came back for my senior year of college and 
finished out my dual degree in biology and 
religion, and started applying to public health 
schools. I applied to Emory and a few other places 
but when I went to the accepted students’ day at 
Emory, Mimi introduced herself, IHP, and the 
work they were doing. This light bulb went off in 
my head that there was actually a way to put 
together the two things that I had been doing — 
biology, health systems/health structures, and 
religion. Trying to make sense of how all these 
things fit together was always a goal. I want my 
life to feel integrated and connected, so all of a 


sudden, meeting Mimi and hearing about the work 
of IHP made it clear that it was possible to put 
these things together. I ended up coming to Emory 
and during the summer before I started, I sent an 
email to Mimi and Gary and said “I heard you 
talking at the accepted student’s day. I would love 
to get a job with you at the Interfaith Health 
Program.” They interviewed me and decided to 
take me on as a graduate assistant. And that’s how 
I got my start in this work. 


Mimi Kiser: We are very happy that that 
happened. You started in 2005, and in 2006-2007, 
two things were happening. One was that we were 
being much more intentional about the academic 
environment around religion and health. We were 
trying to think through how to navigate 
interdisciplinary education between the School of 
Public Health, the Department of Religion, and the 
School of Theology. Out of this strategic planning 
came the Religion and Health Certificate and the 
Religion and Public Health Collaborative. ’'m 
wondering, Stephanie, if you could speak to some 
of these applied experiences you had with IHP and 
how they’ve strengthened who you are and built 
capacity for the kinds of leadership positions that 
you’ve been in. What are some distinctive 
moments you remember in this applied religion 
and public health work? Now, we have a lot more 
courses in religion and health and students are 
doing extensive research projects, but your 
experience was really heavily immersed in the 
applied areas. 


Stephanie Doan-Soares: One thing that was 
really important was being able to connect with 
your network of people. I was really influenced by 
you and Gary and others within IHP, but there was 
a group of people who were sort of on the fringe 
or the next level out. I think of Deb McFarland, 
who did so much work on health systems, which 
brought in the conversation around faith-based 
organizations and their involvement in health 
systems. There was Roger Rochat and his work in 
reproductive health, and Rafael Flores — it was 
really powerful for me to see how different people 
were applying these concepts across fields and 
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topics and in different ways. That was a really 
important piece of this work. 


These connections were also important for being 
able to connect to their work, too. I did a lot of 
work around mapping religious health assets!! in 
Zambia and Lesotho with Deb, which was really 
applied research that was community and practice 
driven. These applied experiences really shaped 
how I saw my role. How do I take what the 
scientists are saying and turn it into things that 
someone on Capitol Hill wants to read, or one of 
our partners wants to read? That thinking that 
emerged for me at Emory was needed in my future 
work, for example, during my time at the CDC 
Country Office in Bangladesh — where I led a 
research portfolio of practice-based research. So 
you’re spot-on, Mimi, the opportunity to do really 
applied work was instrumental in setting up my 
career. I want to be doing things that are practical 
and applied and really make a difference. A lot of 
people are doing things to gain and create 
knowledge, which is important, but I like being 
able to be the bridge and have that make sense in 
practice. 


Mimi Kiser: During that time period, there wasn’t 
a big welcome mat to these ideas of practice-based 
programs and applied research in religion and 
health. But there was power in this translational 
and relational role. Through its Faith Health 
Consortium partnership relationships __ with 
universities in Africa, IHP was able to bring in 
people like Deb and Roger who had been doing 
relevant work, in a clear way and helped us 
demonstrate the different possibilities. 


Stephanie Doan-Soares: I was also thinking 
about the time I traveled with you and Gary and 
the team to South Africa, as we were presenting 
the final version of our report on mapping 
religious health assets. I think one thing that was 
important about that trip was there were people 
from the World Health Organization there, along 
with all of these different players. Even ten years 
after that trip when I was in Bangladesh leading a 
CDC team, those partnerships and understanding 
the dynamics and how all of these players fit 


together was really important for me. I don’t know 
how I would have navigated some of the positions 
I was in without understanding their context 
earlier on. 


I remember we also had a grant from CDC around 
engaging faith-based organizations around 
pandemic preparedness and influenza."”! Through 
that, I got to know Dr. Scott Santibafiez, and that 
relationship has been important throughout my 
whole career at CDC. 


Mimi Kiser: Something that was underlying that 
grant, and the whole concept that came out of the 
work of the IHP with key partners, was this 
concept of understanding the different religious 
health assets and how the strengths of faith-based 
organizations could contribute and be understood 
in their role in community health. You became 
involved in that more in some way as you 
developed and built your thesis. You were very 
creative in how you did that. Can you say more 
about that? 


Stephanie Doan-Soares: For my MPH thesis, I 
focused on a book!#4 that Gary Gunderson had 
written, describing the eight strengths that 
congregations have"! for impacting the health of 
their community. One thing that we had talked 
about was that it would be helpful if there was 
some sort of tool for congregations to use to either 
assess their strengths or to think about how they 
could build them. I really focused my thesis on 
talking to congregations to understand how they 
might view their own strengths and whether there 
was some overlap between how they talked about 
it and how Gary had sort of theorized it based on 
his experiences. The strengths of congregations in 
building and maintaining social capital are what, 
in many ways, position them to contribute to 
health and be a health asset in the community. 


In addition to his book on congregational 
strengths, Gary also had a book!*! on boundary 
leadership. That term, boundary leadership, really 
sticks with me as something that has always 
defined my career. It is a way of thinking about 
how you go across boundaries and figuring out 
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how we do. cross-sector collaboration in 


meaningful ways. 


Mimi Kiser: What’s becoming clear is how in an 
emerging field like this, particularly an 
interdisciplinary one where there are lots of 
different kinds of ideas, it’s important to have 
people like you bring a new way of thinking, to put 
ideas together and make them work. I could feel 
all these pieces coming together to build the 
substantial body of work that contributes to the 
health of the public. 


So I know that after you graduated, Gary asked 
you to come to Memphis and work there,!““! so you 
had more time to grow and develop in a significant 
way. You had this learning at Emory, and then you 
went to Memphis, and had experiences at the 
Department of Health and Human Services (HHS) 
and in Africa, stepping into some fairly high-level 
roles and responsibilities. 


Stephanie Doan-Soares: I left the job in 
Memphis to start a fellowship program at CDC 
that included an opportunity to do three-month 
rotations in different offices across HHS. I had 
lined up a rotation at the Center for Faith-based 
and Neighborhood Partnerships at HHS and got 
there maybe a week or two before HINI 
happened. One skill that has continued to follow 
me in my career is how to quickly adapt. This 
ability to change plans really quickly had been a 
part of my learning with IHP, and it was really 
helpful when I ended up being tasked as the 
coordinator of a guidance document for faith- 
based organizations and congregations on how 
they could support the HINI1 response. That 
included collaborating between IHP and Dr. Scott 
Santibafiez and others at CDC who were leading 
the HIN1 response, and the partnerships with 
THP’s Institute for Public Health and Faith 
Collaborations and the HHS Faith-based office 
were instrumental in activating vaccination sites. 
We benefited a lot from the expertise of the folks 
activating these sites as we were writing the 
guidance documents. 


Then about a year later, I still had one rotation left. 
I was talking to Mimi and the team at IHP when 
Sandy Thurman, director of IHM at the time, came 
up with this idea that I should go to Kenya. There 
was a big need in the PEPFAR office to do some 
coordination, but also an asset mapping project 
that IHP was involved in that could use some help. 
This, yet again, helped set me up for a job I took 
later in Bangladesh. I credit that opportunity to 
Sandy and her relationships in the PEPFAR world. 


Then about another two years later, Sandy called 
me up again and said, “Stephanie, I need you to go 
back to Africa and help with this meeting we’re 
planning.” Sandy organized this elaborate swap of 
people so my job was covered, and I went to 
Kenya for several months to help plan a big 
meeting that brought together faith leaders from 
four east African countries to get their insights for 
the reauthorization of PEPFAR. We were really 
trying to include country and local leadership to 
move the HIV response forward in East Africa — 
something you can’t do without working with faith 
leaders. 


Mimi Kiser: I remember that you had a 
significant role in coordinating the convening for 
East African countries, and you had this unique 
responsibility of connecting with religious leaders 
from four countries. That is not a small endeavor. 
I had this view into the relationships that you had 
built and you were kind of facilitating my 
connection to them. It was really extraordinary, I 
think, to be on the other end of what you built 
across the religious leaders and other faith-based 
and public health organizations and government 
entities that were there. 


So, there’s organizational relational and there’s 
human relational, but there’s also a cross-cultural 
dimension of that, which I think you naturally had. 
But you really blossomed with the cultural and 
religious pieces, which was likely developed from 
the engagement you had with religious leaders 
during your time with IHP. That was quite a 
moment for me to see that. 
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This has led me to reflect on how the religion and 
health idea grew at Emory before the Interfaith 
Health Program. But then with The Carter 
Center’s engagement and the leadership at the 
level of Dr. Foege and President Jimmy Carter. 
Having the kind of inroads and connections and 
relational connections with the CDC, the HHS 
Faith-based Office, and other partners really 
helped amplify religion and public health because 
of those organizational relationships. There was 
pretty significant institutional and_ structural 
amplification of religion as a part of public health 
programming. 


Stephanie Doan-Soares: What do you think 
helped build those connections from IHP to these 
pretty big institutions? 


Mimi Kiser: My first thought is around the 
credibility of Dr. Foege and his position, but there 
was something kind of hidden and unspoken 
historically. The nature of a lot of faith-based work 
aligns pretty closely with the values of public 
health, this idea of doing good for the public in the 
social realm. Many of the important leaders in 
public health — Dr. Foege, Dr. Tom Droege,!=! and 
some of the other surgeon generals, for example — 
got their start in public health as missionary 
doctors. So there’s been this commitment to serve 
and do good, and enough leaders had that 
familiarity to give some credibility to this work. 
When Dr. Satcher was CDC Director, he put a lot 


Stephanie Doan-Soares: | think that’s true, but 
also it might not be the case now. The ecosystem 
for this new field that’s emerging is different than 
it was, even thinking about the healthcare sector. 
There used to be a lot more hospital systems run 
by the Methodist Church or the Catholic Church. I 
mean, there are still organizations with 
connections to these churches, but the 
connectedness isn’t as strong as it used to be. 
Maybe another question for reflection might be 
what that means for the field of faith and health as 
this work moves forward, right? 


Ashley Meehan: Yeah, | had a similar question 
for both of you. Religion and public health, as an 
explicit area of focus in schools of public health, 
really started emerging at the same time as we 
were navigating HIV/AIDS, and you talked about 
going through influenza and HIN1, and now we 
have COVID-19 and monkeypox. I’m curious 
how you see religion and health playing out in 
these two concurrent pandemics right now. What 
do you think is going to happen? What do you 
think the role of religion is both structurally but 
also in communities and in people’s daily lives? 
What do you think it means that religion and 
health are maybe a bit more settled now, and not 
emerging alongside these pandemics? 


Mimi Kiser: So the environment has changed 
considerably, including the religious environment 
and changing church membership. I would say 


Now that the pandemic is less intense, one of the 
questions we have is, “How do we continue all of the 
energy of the public health and healthcare systems 
working together with these faith communities in a 


practical way? 


— Stephanie Doan-Soares 


of his authority and directive towards faith-based 
work. Do you have thoughts about that? 


that religious leaders became very important 
during the COVID-19 pandemic in addressing 
vaccine hesitancy and misinformation, and I think 
that kept religion and health alive in a particular 
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way. I’m really curious about how that stays alive 
in pandemic preparedness because I have never 
seen this many federal agencies take religion as 
seriously as they did during COVID-19, investing 
staff and programmatic resources, time, materials, 
strategies, and partnerships. It has been 
phenomenal — I’ve never seen it in my whole 
career. So, I don’t have a prognosis for that. I’m 
really curious about where it will land. 


Stephanie Doan-Soares: During the COVID-19 
pandemic, I worked at a health system, the 
University of Massachusetts Memorial, a safety 
net hospital in central Massachusetts. I worked 
closely with a local task force that focused on the 
equity as part of the response to the virus. This task 
force came together with multiple interfaith 
partners, non-profits, and the city. Now that the 
pandemic is less intense, one of the questions we 
have is, “How do we continue all of the energy of 
the public health and healthcare systems working 
together with these faith communities in a 
practical way?” We’ve been having conversations 
about how we can transition this really effective 
task force to focus on the opioid epidemic or 
another high priority area. We want to make sure 
we learn from COVID-19 and maintain some of 
that momentum, but we’re also not sure how much 
of that momentum is going to just fade away 
because everyone’s really tired. I think a lot will 
depend on thoughtful and creative leaders who 
have the energy to carry this forward. 


Ashley Meehan: | think that sets the stage really 
nicely for a call to action. How are we going to 
commit ourselves to this work, moving forward 
amidst a really overburdened public health 
workforce and communities that are stretched 
thin? 


Mimi Kiser: I’m going to be curious to see how it 
unfolds. I will say, the Religion and Public Health 
Collaborative at Emory is still very active and 
alive at Emory, and there have been a number of 
leadership changes across Emory that I think are 
bringing in new momentum. Those leaders that are 
still here, Dr. Ellen Idler in Emory’s College and 
Laney Graduate School, Dr. John Blevins in the 


Rollins School of Public Health, and other faculty 
in the Candler School of Theology have worked to 
create a really solid, interdisciplinary curriculum. 
They provide a significant amount of support to 
students. I like to think we were starting the 
platform and creating the basis for this work, 
particularly with Dr. Idler’s work around religion 
as a social determinant of health. Over the last ten 
years, anumber of doctoral graduate students from 
the Department of Religion have engaged in this 
curriculum, so I’m really curious about how 
they’ re shaping their roles and the field as a whole. 


Now, I’d like to switch gears and reflect with you, 
Stephanie, about what you experienced in 
graduate school at Harvard. Can you say what may 
be distinctive about the work at Harvard, and any 
predictions you may have about its future? 


Stephanie Doan-Soares: Yeah, so I came to 
Harvard for my DrPH for a few reasons, one of 
which is because Harvard’s program is really 
incredible and focused on the leadership aspects in 
addition to public health science. Pretty early on 
in my time here, I had a meeting with Dr. Howard 
Koh, who I had connected with while I was at 
HHS when he was the Assistant Secretary for 
Health at HHS. Dr. Koh talks quite openly about 
religion as a social determinant of health and how 
we think about a culture of health. 


After I finished my first year at Harvard, Dr. Koh 
asked me to join a project for a few hours a week 
— writing this systematic review about religion and 
health. It ended up turning into a much bigger 
project than we expected. Our team of incredible 
research assistants reviewed all of the literature 
from 2000 to 2020. Our team looked at the impact 
of religion and spirituality on health outcomes 
from a public health perspective, both for the 
general population and among patients with more 
serious illnesses. We presented our findings to a 
group of experts, including Dr. Idler and Gary 
Gunderson, and many others, including what our 
recommendations were for the future. And the 
manuscript was published this summer in 
JAMA US 
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I think the approach at Harvard focuses a bit more 
on understanding the causality of religion on 
health, or how religion is a contributor to well- 
being and purpose and what that means for our 
health, as well as the role of spirituality among 
patients with serious illnesses. These themes are 
really central to the work led by Dr. Tyler 
VanderWeele, Dr. Tracy Balboni, and Dr. Koh. To 
me, that feels a little bit different from the 
approach at Emory, which might be more applied 
and focused on the social environment of 
communities, and also different from approaches 
at schools like Duke and Berkeley. All of these 
play an integral part in understanding religion and 
health, but they have slightly different angles. 


Ashley Meehan: So, we are almost to the end of 
our time together. Are there any last-minute things 
you want to make sure are included? Any words 
of wisdom for new leaders or people considering 
this intersection? 


Mimi Kiser: I am really glad that we are able to 
share about my and Stephanie’s journeys, and that 
we got to see how Stephanie has really come alive 
in her work and in her leadership. But there is one 
more thing I want to make sure is captured in this 
conversation. In a new field, we have really great 
scholars, academics, and researchers, but I don’t 
want us to miss out on the piece related to teaching 
and mentoring and supporting the creation of new 
students in this field. Investing in course 
development, supporting students in fieldwork, 
and advising students through this 
interdisciplinary study is critical to ensure the 
expansion and success of the field. 


Stephanie Doan-Soares: Such a good point. That 
makes me think of one additional thing — I think 
another big piece of my learning at IHP was 
walking alongside you, Mimi, as I was going 
through all these experiences. I still vividly 
remember a conversation we had at Panera Bread 
about listening to myself and having more 
confidence in who I was. And that’s just one 
example. I’m curious about what it was like for 
you as a faculty member, not only mentoring me 
but mentoring all of the students that you were 


able to mentor. What was the intentional work that 
went into creating a space where new leaders 
could grow and flourish in this new 
interdisciplinary field? 


Mimi Kiser: What a great question! I cared a lot 
about the field and realized that I could make a 
great contribution to the field by supporting the 
next generation of leaders. I have a natural 
tendency towards a supporting and developing 
role, and it’s rewarding for me to engage in 
reflective conversations with people who have this 
commitment and who want to develop themselves 
in a way to make a difference. It’s really inspiring 
for me to think about how people are becoming 
while the field is being created — it’s not just the 
field, but co-creating possibilities for what this 
field can do. There’s a need for this integrative 
thinking that can bring about change and create 
environments for people to thrive, and thrive 
equally. 


This conversation with Mimi Kiser and Stephanie 
Doan-Soares took place over Zoom on August 16, 
2022. The transcript has been edited for clarity and 
brevity. 
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Resources & Updates: Fall 2022 


PHRS Staff 


Editors’ Note: This section emphasizes resources at the intersection of 
religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 
more content, and please send new potential content to this section to: 
phrsadm1@publichealthrs.org and phrsadmin0@publichealthrs.org 


New Research Upcoming Conferences and Calls for 
Papers 
e Rapid Review: March 2022: Spirituality in the (newest first) 


Health Curricula in Canada. (Pilato et al.) 

e Systematic Review: July 2022: Spirituality in 
Serious Illness and Health. (Balboni et al.) 

e Systematic Review: August 2022: U.S. Federal 


e Upcoming: Conference on Religion and 
Medicine, Conference theme: “At the Limits of 


Medicine: Caring for Body and Soul”. 


Investment in Religiousness/Spirituality and Confereicé Date: March 12-14. Columbus 
Health Research: A Systematic Review (Park et Ohio. : ; 
al.) 


e Upcoming: American Public Health 
Association Conference, 150th Anniversary, 
November 6-9, 2022. More information about 


Articles, Books, Commentaries, the below special events can be found in 
Interviews, and Webinars Barbara Baylor’s article in this Fall 2022 Issue. 

e Vieten, C., & Lukoff, D. (2022). Spiritual and Celebration: United to Heal: An Interfaith 
religious competencies in psychology. Celebration of Holistic Healing and Peace, 
American Psychologist, 77(1), 26-38. November 6, 2022, 6-7 p.m. in the Boston 
http://dx.do1.org/10.1037/amp0000821 Convention Center 

e Recent Webinar: September 1, 2022: Faith 
Leaders During Pandemics: Interfaith Special Invited Session: Faithful Dancing 
Collaboration Inspired by Jerusalem Impact with the Bears of Inequity: Past, Present, 
Vaccination Future, November 7, 2022, 10:30 a.m.- 

e Recent Webinar: October 18, 2022. The WHO 12:00 p.m. in the Boston Convention Center 


Faith Network, The Importance of Language: 
Faith partner resources for health emergencies. 


e Book: The spirit of global health: The World 


Health Organization and the ‘spiritual 
dimension’ of health, 1946-2021. (Peng-Keller 


et al., 2022, Oxford) 

e Past Online Event: October 6, 2022, 4-5:30pm 
Central Time. Valparaiso University, How Do 
We Live Well in a Wounded World? 
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Editors’ Introduction: Spring/Summer 2023 Issue #8 — Quilts, Conflict, 
Community, and Critical Mass 


elcome to the Spring 2023 issue of the 
Public Health, Religion, and 
Spirituality Bulletin (PHRS Bulletin), 


published by the Public Health, Religion, and 
Spirituality Network (PHRS Network). This issue 
is the first to use our new approach of featuring 
guest editors from the PHRS Network board, each 
of whom has dedicated themselves to the study of 
public health, religion, and spirituality. We hope 
this creates a distinctive quilt of Bulletins that 
address diverse issues at important intersections 
while reflecting the unique background of each 
editorial board member. We are fortunate to have 
Dr. Joshua Williams co-create the first quilt square 
in this growing tapestry. Dr. Williams is an 
Assistant Professor of Pediatrics at the University 
of Colorado, a collaborator on the CDC’s Vaccine 
Safety Datalink, an NICHD K23-funded 
community-engaged researcher, and a nationally 
recognized expert on religion, spirituality, and 
vaccination. 


The process of publishing each bulletin begins 
well in advance of each bulletin’s release, and the 
preparation for this issue coincided with the one- 
year anniversary of the escalation of the Russian- 
Ukrainian conflict. This conflict has captured the 
attention of the world and caused numerous, 
pressing public health and humanitarian crises for 
affected Ukrainians. At the PHRS Network, we 
have grieved this suffering and continue to lament 
the ongoing conflict and its growing humanitarian 
toll. Our grief and lament have also prompted 
questioning. What is the religious milieu in which 
the conflict in Ukraine evolved? How has the 
Ukrainian public health system changed in the last 
decade? What do religion and spirituality offer 
displaced Ukrainians who have lost everything, 
including their loved ones? How have religious 
communities and _ faith-based organizations 
promoted public health in this time of conflict? 


In this issue of the PHRS Bulletin, Ms. Avalon 
Swenson, a third-year medical student at the 
University of Colorado, takes up these difficult 
questions and many others. She provides an 
overview of the current conflict, reminding us that 
this is an escalation of a decade-long conflict on 
top of generational legacies of aggression. Ms. 
Swenson offers important insights regarding the 
baseline capacities of the Ukrainian Healthcare 
System, provides specific examples. of 
deteriorating public health conditions on the 
grounds, and showcases three public health efforts 
aligned with religious practice and communities. 
Discussions with Catherine Wanner, PhD, an 
anthropologist at Penn State University who has 
conducted fieldwork in Ukraine since the 1990s, 
and Nicholas Denysenko, PhD, Emil and Elfriede 
Jochum University Professor and Chair, and 
Professor of Theology at Valparaiso University, 
provided critical insights to Ms. Swenson’s piece. 
We highlight several of their comments in the 
review. 


While some of us will be directly or indirectly 
involved with efforts to alleviate the suffering 
caused by this conflict, others will continue 
working at local intersections of public health, 
religion, and spirituality. To encourage us along 
the way, Dr. Scott Santibafez, Chief Medical 
Officer of the CDC Division of Preparedness and 
Emerging Infections, reflects on his time working 
with community and faith-based organizations to 
promote public health. He reminds us to attend to 
social determinants of health, engage faith-based 
organizations as key partners, and work toward 
sustainability through creative _— funding 
mechanisms and legislative opportunities. 


Whether around the world or just the corner, there 
is much work to be done. Toward this end, we 
provide an updated list of PHRS resources for 
students, healthcare providers, public health 
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officials, and researchers. We encourage you to 
carefully read Dr. Doug Oman’s comprehensive 
analysis of ‘Mindfulness for Global Public 
Health”, which reminds us that “health 
professions that ignore religion and spirituality are 
increasingly out of step with mainstream 
practice.” Dr. Oman is a founding Editor of the 
PHRS Network, and his review will be 
forthcoming in the journal Mindfulness in 2023. 
Please also explore links to the Working Group on 


Katelyn Long, DrPH 
knlong@hsph.harvard.edu 
Coeditor 


Angela Monahan, MPH 
angela.grace.monahan@gmail.com 
Assistant Editor 


Ashley Meehan, MPH 
ashleymeehan20@gmail.com 


Lived Religion in Eastern Europe and Eurasia. Dr. 
Wanner is a founding member of the group, and 


the group has several upcoming seminars of 
interest, such as “A Community without a 
Homeland: Religion, Belonging, Future 
Perspectives” on March 23, 2023. 


As always, we invite you to share this PHRS 
Bulletin with anyone you know who may be 
interested, and we welcome your feedback on how 
to improve the PHRS Network and expand its 
reach. As Dr. Wanner noted regarding her 
partnership in the Working Group on Lived 
Religion, once a critical mass of like-minded 
researchers join together, their scholarly output 
and collaborative impact grow exponentially. We 
look forward to your ongoing partnership as we 
grow our collaboration and advocate for the 
importance of all work at the intersections of 
religion, spirituality, and public health. 


Warmly, 


Joshua T.B. Williams, MD and the PHRS 
Editorial Team 


Joshua T.B. Williams, MD 
Joshua.Williams@dhha.org 

General Pediatrician, Wellington Webb Pediatric 
Clinic, Denver Health 

Associate Research Scientist, Center for Health 
Systems Research, Denver Health 

Assistant Professor of Pediatrics, University of 
Colorado Denver 

Guest Editor 


Assistant Editor 
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Public Health, Religion, and Spirituality in Wartime 
Avalon Swenson, BS BA"! & Joshua T.B. Williams, MDUWZIG! 


The PHRS Bulletin publishes a wide range of articles, including those that explore the 
intersection of public health, religion, and spirituality in times of crisis. In this piece, 
Avalon Swenson and Joshua Williams explore the role of religion and spirituality amidst 
the war in Ukraine. The article was prepared in conversation with Dr. Catherine Wanner, 
PhD, an anthropologist at Penn State University who has conducted field work in 
Ukraine since the 1990s, and Nicholas Denysenko, PhD, an expert on Eastern Orthodox 


Theology and Emil and Elfriede Jochum Chair, Professor of Theology, at Valparaiso 


University. 


Introduction 


Re centuries in Ukraine, religion and 
spirituality have been cultural touchstones 
that double as sources of healing and resilience 
during and after trauma.! In the last hundred years, 
citizens have endured Soviet executions of 
Ukrainian leaders, the  Stalin-orchestrated 
Holodomor genocide of 1932-33, and the disaster 
at Chernobyl in 1986.73 On the anniversary of 
Russia’s February 2022 invasion, we sought to (1) 
discuss relevant public health and religious 
background to the Russo-Ukrainian conflict, (2) 
describe the conflict’s impact on Ukrainian 
physical, mental, and spiritual health, and (3) 
highlight individuals, clergy, and _ faith 
communities who have promoted public health in 
war. While we also lament the physical, mental, 
and spiritual suffering endured by Russian soldiers 
and citizens, we have limited this article to the 
plight of Ukrainians; we urge other scholars of 
religion, spirituality, and public health to take up 
these questions and others as they pertain to 
Russian forces and citizens in future work. 


The Ukrainian Healthcare System 


The Ukrainian public health system has a complex 
history since its founding in an unreformed Soviet 
era (ca. 1918).* Institutional corruption, 
inconsistent services, heterogeneous access to 
care, and a lack of accountability for quality have 
plagued the system since its beginnings. Even 


before the current invasion, Ukraine had the 
second highest burden of HIV/AIDS in Europe 
and ranked 5th in the world for reported multi- 
drug resistant tuberculosis (MDR-TB) cases.‘ 
Coverage for routine immunizations is low and 
incapable of preventing disease outbreaks.* 
Malnutrition is a chronic concern,”>* and unclean 
drinking water has been a long-standing problem 
due to lack of infrastructure maintenance, obsolete 
sanitation practices, and active destruction due to 
hostilities from the 20th century onward.”!° Air 
contamination by toxic gases and particulate 
matter, already a problem secondary to failing 
infrastructure, has only worsened in the wake of 
ongoing fighting throughout the 21st century.° 


On paper, the healthcare system responsible for 
addressing these problems changed dramatically 
in 2014 with the Maidan Revolution of Dignity, in 
which  Russian-backed president Viktor 
Yanukovych was ousted.' Public health system 
reformers targeted corrupted leadership, 
addressed skyrocketing healthcare costs, and 
planned increases in care access. The result was a 
new, single payer healthcare system, created in 
2017: the National Health Service of Ukraine 
(NHSU).4 The NHSU_ threatened historical 
monopolies and inefficiencies in the healthcare 
sector with the goal of benefiting individual 
patients by increasing freedom of choice and 
improving data collection to inform national and 
local health priorities. These reforms occurred 
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amidst Russian aggressions, which began in 2014 
with the annexation of Crimea and the Donbas 
War in eastern Ukraine. 


Unfortunately, the politicization of healthcare, 
rampant misinformation, and widespread COVID- 
19 disruptions have stymied these health 
reforms.!' For example, in 2018, Ukraine 
experienced Europe’s largest Measles outbreak.‘ 
Thus, in the aftermath of the COVID-19 pandemic 
and amid ongoing Russian aggression, preventive 
services and public health campaigns have been 
operating under critical strain.4!!"! 


Religion and Spirituality in Ukraine 


To appreciate the current interstices of public 
health, religion, and spirituality in Ukraine, one 
must appreciate how religion permeates Ukrainian 
culture and history. The national history of 
Ukraine began with the establishment of a “devout 
kingdom” by Prince Volodymyr I of Kyiv in 988 
upon accepting Christianity. Ukrainian Orthodox 
parishes were formally brought under Russian 
jurisdiction in the 15th century following the fall 
of Constantinople. However, after the collapse of 
the Soviet Union, advocacy for an independent 
Ukrainian church arose, peaking in 2014 during 
the Maidan Revolution. Autocephaly (the granting 
of independent leadership) was not initially 
granted by Moscow. Ultimately, the Orthodox 
Church of Ukraine was founded and officially 
recognized in 2018, resulting in two separate arms 
of Orthodoxy in Ukraine, along with the Ukrainian 
Orthodox Church of the Moscow Patriarchate. 
While about 70% of Ukrainians _ profess 
affiliations with Orthodoxy, the _ religious 
landscape beyond the Orthodox Church remains 
far more diverse than most appreciate. For 
example, about 10% of the populace identifies as 
Ukrainian Greek Catholic (with ties to Roman 
Catholicism), with the remainder identifying as 
Muslim, Jewish, or Protestant Christian. 


Religion — not just in an Orthodox sense — and 
spirituality continue to be of immense import to 
the people of Ukraine following the 2022 Russian 
invasion.* This escalation of hostilities 


destabilized life for all in Ukraine,*> but this 
destabilization was further exacerbated by the 
Russian Orthodox Church’s use of religion to 
justify the invasion.'? A March 2022 statement 
from Moscow-based Patriarch Kirill of the 
Russian Orthodox Church — a figure known to be 
personally close to and supportive of Vladimir 
Putin — stated that the Invasion was akin to 
entering “into a struggle that has not physical, but 
metaphysical significance.”'? Within the same 
sermon, Kirill compared dying “in the 
performance of military duties to ‘God sacrificing 
his own son, Jesus.’”!? He also portrayed what he 
termed a “fratricidal war’ as a struggle for “eternal 
salvation” of ethnic Russians.'!3 In response to 
these messages, parishes in Ukraine and Russian 
Orthodox churches in neighboring European 
countries flew Ukrainian flags, condemned 
Russian violence, and cut ties with the Moscow 
Patriarchate. ! 


Impact of the Invasion on Public, Mental, 
and Spiritual Health 


The 2022 invasion has significantly damaged the 
physical, mental, and spiritual health of 
Ukrainians, and the Ukrainian public health 
infrastructure has been unable to meet the 
enormous demands that have been placed upon 
it.'4 Targeted attacks, such as the one on the 
maternity and children’s hospital at Mariupol, 
have directly damaged one in ten Ukrainian 
hospitals.'4 Even for intact hospitals or public 
health systems, mass displacement has created 
staffing shortages at all levels. 


Public health has suffered immensely. Citizens 
suffer from polluted drinking water, increased air 
pollution, decreased medication availability, and 
limited access to medical equipment.*>!*!* While 
Ukraine remains a_ significant agricultural 
producer, the distribution of food products during 
war and their exports through a Russian-controlled 
Black sea have disrupted supply chains and 
contributed to food scarcity. The destruction of 
industrial facilities coupled with compromised 
sanitation has created ideal environments for 
communicable diseases, causing rising rates of 
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cholera.> Further interruption in routine 
vaccination programs have been linked to two 
cases of paralytic polio.!> Fears of a second mass 
measles outbreak, akin to the 2018 epidemic, 


abound. COVID-19 vaccinations have also 
stalled, with only ~39% of the populace 
vaccinated by the summer of 2022.'° 


Antimicrobial resistance is increasing, with a 
significant increase in tuberculosis (MDR/RR-TB, 
HIV positive, and otherwise) cases since 2022.*:!7 


Outside of communicable diseases, maternal 
pregnancy and neonatal deaths have increased as 
mothers have been killed outright or forced into 
unsafe birthing practices without alternative 
options.*'* Numerous reports describe mothers 
entering labor prematurely due to war-associated 
stress and others birthing in bunkers and churches, 
without adequate medical attention or supplies, 
including electricity.*'+'® Maternal and child 
health will continue to be critical public heath 
priorities. 


In addition to the physical effects of war, the 
psychological trauma of the invasion and 
occupation are pervasive. Human rights 
violations, indiscriminate bombing, and the fear of 
Russian bombardment add to the generational 
burden of psychological trauma in the Ukrainian 
populace.*!? Indeed, some of the most common 
healthcare complaints in Ukraine now relate to 
grief, sleeplessness, PTSD, chronic pain, 
depression, alcohol use, and anxiety.?’ Sadly, 
there is a longstanding stigmatization of mental 
health woven into the fabric of Ukrainian culture, 
with associations in the Orthodox faith.! 


Along with public health and mental health 
damages, the conflict has caused religious 
suffering for many Ukrainian faithful. Civilians 
have sheltered in churches, as international law 
traditionally prohibits attacking them during 
wartime, only to suffer and die when Russian 
forces target and destroy them.””?? This has led 
some Ukrainians to confuse Russian aggression 
with divine punishment. As Dr. Nicholas 
Denysenko, Emil and Elfriede Jochum Chair at 
Valparaiso University and expert on Eastern 


Orthodox theology, notes, “Public messaging is 
one of the most important things. You have people 
saying, ‘God is punishing us by sending in 
Russia.’ [...] And the only way to overcome that is 
to pray more or fast more. We need to recognize 
how Ukrainian religious organizations are 
responding [to that].” In addition to theological 
confusion over the war as divine punishment, 
Ukrainians have had limited access to religious 
sacraments (i.e., tangible signs of intangible 
religious graces) that are linked to right standing 
before God in the Orthodox church. For religious 
Ukrainians in daily danger of an unexpected death, 
this lack of access can be excruciating. As Dr. 
Denysenko commented, “We also need to ask the 
questions regarding the impact on the sacraments 
during this time of conflict — how are folks getting 
those? That’s important. What’s the greater 
impact of the lack of this on the mental health and 
the spiritual health of those people?” 


Given the importance of religion in Ukrainian life, 
many citizens and refugees have turned to their 
faith to find answers, social assistance, and cope 
with mounting hardships. In one recent study 
published in the International Journal of 
Environmental Research and Public Health on 
coping mechanisms among Ukrainian refugees, 
prayer was identified as the most popular 
mechanism among alternatives.! Yet, healing is 
elusive when churches are bombed, religious 
festivals interrupted, and prayers impeded. As Dr. 
Catherine Wanner, a Penn State University 
anthropologist with over three decades of field 
experience in Ukraine, poignantly illustrates: 
“Orthodoxy relies very heavily on the healing 
power of aesthetic experiences. Orthodox 
churches are magnificent, with heavy emphases 
on the experience of the senses with candles, 
music, incense, etc. There is a well-developed 
tradition of prayer and retreat from a fallen world 
— this is one way to heal. Of course, when 
someone has shrapnel embedded in them, it is 
hard to rely on the beauty of icons.” 


Public Health and Religious Partnerships 
in Ukraine: Past and Present 
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Given these numerous, severe, and intercalated 
public health concerns, there has been ample 
opportunity for existing and novel partnerships to 
meet public health needs in Ukraine, both in the 
past and at present. What has successful 
engagement between public health and religious 
communities looked like in this unique context? 
The scope of this article precludes a_ full 
appreciation of the myriad past and ongoing 
efforts at this intersection of faith and public 
health, but a few descriptions of notable efforts 
follow. 


Against a backdrop of the 2014 annexation of 
Crimea and the 2015 Revolution, Ukrainian 
psychologists began formal partnerships with 
priests within four major Ukrainian Orthodox 
churches to address growing mental health 
concerns in civilian and military settings.”! Priests 
and psychologists shared common goals: to 
educate the public about the complementary roles 
of psychologist and priest, to empower clergy to 
recognize and refer post-traumatic stress disorder 
(PTSD) and other mental health concerns to 
trained psychologists, and to care for congregants, 
soldiers, and civilians, _ collaboratively.”! 
Similarly, Ukrainian military chaplains, inhabiting 
a unique position as both members of the military 
and members of the clergy, have sought increased 
training in psychology and trauma-informed talk 
therapy to help shoulder the mounting 
psychological and spiritual burdens among 
soldiers and veterans.** Such partnerships have 
become even more important amidst worsening 
violence, trauma, and lack of resources.”> 


Partnerships have helped clergy relieve emotional 
stresses tied to spiritual concerns in the current 
conflict, which began in 2022 just days before 
Orthodox Lent — a season of prayer, fasting, and 
repentance. As violence spread and food became 
scarce, deeply religious Ukrainians worried about 
going hungry with dwindling access _ to 
permissible foods. In a merciful response, some 
orthodox priests recalled the 1932-33 Holodomor 
and simply told their parishioners to survive. Dr. 
Denysenko notes, “There were pastors telling 
people, ‘Do what’s necessary and expedient to 


survive. The fast is as relaxed as it needs to be. 
You focus on what’s important. Turn to God. 
Don’t worry about fasting.’” 


In addition to local clergy, faith-based 
organizations have played an outsize role in the 
public health response in Ukraine. Caritas 
International, a Catholic relief organization, has 
been active in Ukraine since the 1990s, operating 
under the belief that “there is no health without 
mental health.””° Recently, Caritas has worked 
with Ukrainian religious leaders, healthcare 
providers, and psychologists to address the mental 
health crisis prompted by the 2022 Invasion.”® It 
has targeted services toward displaced refugees, 
Ukrainian veterans and their families, and victims 
of sexual violence and human trafficking.”° For 
veterans and their families, services are provided 
alongside the Ukrainian Ministry of Veteran 
Affairs and the Kyiv-Sviatoshyn Center for Social 
and Psychological Rehabilitation. Services 
include medical advice, psychological therapy, 
pediatric care, and social assistance. In addition, 
Caritas provides safe accommodations for 
displaced persons, along with food, clothing, and 
medicine. It also coordinates with the Odesa 
Center for Social and Psychological Assistance to 
care for Ukrainians living with HIV or AIDS.”° As 
of 2023, Caritas reports providing health services 
to over 65,000 Ukrainians and safe housing to over 
305,000 refugees.”’ 


The Romanian Orthodox Church has also 
provided significant aid to Ukrainian refugees 
fleeing war.** Siret, one of the main border 
crossings between Ukraine and Romania, has 
become a volunteer site for hundreds of Orthodox 
priests, parishioners, and laypeople. These 
volunteers conduct needs assessments and provide 
tangible goods before people move on. Orthodox 
churches serve as gathering spaces and temporary 
shelters while refugees figure out next steps. 
Monks perform daily prayers with migrants in 
nearby monasteries, offering sacraments and a 
space to congregate as well. Translators guide 
newcomers to tents with food, shelter, clothing, 
and medical attention.”* Dr. Wanner describes the 
importance of these small gestures for frightened 
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travelers worried about their loved ones: “Who do 
you trust? This is where we go back to religion. 
Often, sacred spaces are seen as having healing 
properties. You go to a monk and put a prayer 
request in, and he then prays for that person — this, 
too, is seen as a form of healing.” 


Rebuild Ukraine is another Minnesota-based 
NGO of note. Rebuild Ukraine fundraises to assist 
with evacuation and send medical supplies, food, 
and transportation to ordinary Ukrainians and the 
military.” As of the time of this Bulletin’s 
publication, it reports having delivered more than 
8,000 tourniquets to military units and hospitals, 
1,300 packs of medical supplies with prescription 
medications, hundreds of military bundles 
(camouflage uniforms, boots, backpacks, tents, 
and thermal clothing), and twelve multi-purpose 
vehicles for rescue workers on the ground.”’ To 
integrate the importance of religion into their 
work, Rebuild Ukraine partners with the Catholic 
Near East Welfare Association, tying religious 
iconography, deeply important to Orthodox 
Christians, into fundraising and deliverables.”” >” 
3! This collaboration led to the “Icons on Ammo 
Boxes” exhibit, which showcases icons on the lids 
of used ammunition boxes, painted by two Kyiv- 
based artists.°° Touring the United States, the 
exhibit raises money while celebrating liturgy and 
sacraments “despite war and in the midst of the 
war.”?! 


Conclusion 


Ukraine and its people have been the targets of 
colonization and aggression for centuries.'* In 
recent memory, the country has been contested, 
divided, and ruled by Poland, Lithuania, the 
Austrian Empire, the Ottoman Empire, and the 
Tsardom of Russia. Yet, amidst great turmoil and 
turnover, Ukraine has clung to religion and 
spirituality while asserting its independence from 
aggressors for centuries. This tenacious spirit has 
also sustained extraordinary emergency public 
health responses over the past year, often led by 
religious communities, whether emanating from 
the bruised hands of clergy, extending from the 
walls of Romanian churches, or coming through 


faith-based organizations fundraising outside the 
nation’s borders. “Jn areas undergoing heavy 
bombing (Mariupol, for example),” Dr. Wanner 
observes, “many relief organizations would not go 
in. It was the religious organizations who 
continued to go with their donations from 
transnational religious networks and to distribute 
much needed humanitarian aid, even in active 
combat zones.” May we heed the power of these 
committed partnerships grounded in reverence for 
religion, spirituality, and life, even as we lament 
the tens of thousands lost to war and death. 
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Boots on the Ground: Faith and Public Health in Action 
Scott Santibafiez!! 


Editors’ Note: In addition to interviews with senior scholars and other features, the 
PHRS Bulletin includes personal essays written by field leaders and other key 
contributors. Here, Dr. Scott Santibanez shares some lessons he has learned while 
working with community and faith-based organizations (CFBOs), along with links for 


additional information.“ 


y work at the intersection of religion, 
Mats: and public health began 

over 30 years ago. In 1991, I worked at 
a clinic in the Times Square/Hell’s Kitchen area of 
New York City during medical school. The clinic 
was staffed by volunteer health professionals who 
were motivated by their faith and beliefs to serve 
others by providing free, high-quality healthcare 
to those who were underserved. Our clients 
included people who were unhoused, struggling 
with addictions, or engaging in sex work to 
survive. In those days, medical students had 
limited clinical exposure prior to our third year. I 
could do basic things like check blood pressures 
and provide first aid. I also did the laundry, made 
copies, and just listened to people. Although HIV 
and other infectious diseases disproportionately 
affected our patients, effective treatments were not 
yet available. Tragically, being diagnosed with 
HIV caused many of our clients to be stigmatized 
by their families, friends, and society. 


This experience had a profound effect on how I 
view the world. I became a primary care 
physician, specialized in infectious diseases, 
pursued a public health career that focused on 
preventing infections among people who were the 
most vulnerable, and later obtained a doctorate 
from seminary to better reflect on the ethical and 
social justice aspects of disease. 


While working with community and faith-based 
organizations (CFBOs), one of the key lessons I 
learned was how social determinants, including 
those encountered by the patients in our clinic, 
impact health and the spread of infectious 
diseases. Addressing social determinants of health 
became part of my worldview?" and influenced 


the trajectory of 
my career. For 
example, in 
Fischer et_al., we 
describe how 
people who are 
stigmatized during 
a disease outbreak 
— on the basis of 
race/ethnicity, 
gender, 
socioeconomic 
status, or other 
factors—may be less likely to adopt healthy 
behaviors, making the control of infectious 
diseases more difficult and exacerbating inequities 
in outcomes.*> 


Dr. Scott Santibanez 


CFBOs can be invaluable allies in public health— 
working together to address factors like disease- 
related stigma and other barriers and making 
health interventions available to people who might 
not otherwise have access. As was the case at our 
clinic in New York City, many CFBOs attract staff 
and volunteers from various faith traditions, as 
well as people without a religious background who 
feel a sense of calling to serve others. Over the 
years, I have been fortunate to work alongside a 
variety of diverse faith-based and community 
partners’* and experience how faith leaders can be 
trusted voices and sources of information who 
understand their communities’ unique attributes, 
needs, and assets. 


I have learned that science provides communities 
with the tools to fight diseases like HIV, 
tuberculosis, and other emerging infections. In our 
clinic, we were limited by the somewhat 
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rudimentary diagnostic tests and medications that 
were available in that era. Keeping the focus on 
public health science is an essential aspect of 
community partnerships. For example, in 2014 we 
used contact tracing— a science-based approach 
which involves identifying and monitoring 
potentially infected individuals— to prevent 
Ebola transmission in Dallas. Importantly, we 
worked with local CFBOs to implement contact 
tracing while respecting the community’s unique 
cultural, linguistic, and socioeconomic 
differences.’ Similarly, during the COVID-19 
pandemic, many jurisdictions worked with 
CFBOs to provide vaccines—another tool made 
available by science— to those in greatest need.!° 


Lastly, I learned that obstacles can be overcome. 
Sustaining relationships between public health 
and CFBOs is challenging but necessary. The 
clinic where I served as a medical student has long 
since closed its doors. Other sites face similar 
obstacles with sustainability. Our paper by 
Peterson et al. describes how the Minnesota 
Immunization Networking Initiative received 
Eliminating Health Disparities Initiative grants 
from the Minnesota Department of Health Office 
of Minority and Multicultural Health with a 
cumulative total of more than $1 million as part of 
a multiyear legislative mandate to reduce health 
disparities within the state.’ Another challenge we 
have seen is how the public may struggle to 
recognize misinformation about health topics. 
Building trusted relationships with those in public 
health may help community partners be more 
prepared and empowered to identify reliable 
sources of health information. Having public 
health trained providers serving with CFBOs can 
also help to ensure that resources are utilized in 
high-impact ways consistent with a CFBO’s 
values.® 


While much has been accomplished in the field of 
Public Health, Religion, and Spirituality, in terms 
of collaboration there is more work to be done. I 
hope that interested readers will take a look at the 
additional information using links I’ve provided 
and be encouraged to learn from and expand upon 
these efforts. 


SANTIBANEZ 
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Resources & Updates: Spring/Summer 2023 


PHRS Staff 


Editors’ Note: This section emphasizes resources at the intersection of 
religion/spirituality and public health, as well as major organizations that at times 
address these intersections. Please see the “Resources” tab on the PHRS website for 
more content, and please send new potential content to this section to: 


phrsadm1@publichealthrs.org 


New Research 


Oman, D. (2023). Mindfulness for global public 
health: Critical analysis and 

agenda. Mindfulness. https://doi.org/10.1007/s1 
2671-023-02089-5 

Sisti, L.G.; Buonsenso, D.; Moscato, U.; 
Costanzo, G.; Malorni, W. (2023) The Role of 
Religions in the COVID-19 Pandemic: A 
Narrative Review. Int. J. Environ. Res. Public 
Health. https://doi.org/10.3390/ijerph20031691 
Levin, J. (2022). Human Flourishing in the Era 
of COVID-19: How Spirituality and the Faith 
Sector Help and Hinder Our Collective 
Response. Challenges. https://doi.org/10.3390/c 
halle13010012 


Articles, Books, Commentaries, 
Interviews, and Webinars 


Upcoming Webinar: March 23, 2023, 1- 
2:25pm EST. The Working Group on Lived 
Religion in Eastern Europe and Eurasia, A 
Community without a Homeland: Religion, 
Belonging, Future Perspectives 

Upcoming Webinar: April 26, 2023, 1-2:25pm 
EST. The Working Group on Lived Religion in 
Eastern Europe and Eurasia, Faith and War: 
Grassroots Ukrainian Protestantism in the 
Context of the Russian Invasion 


Book: A Prophet to the Peoples: Paul Farmer’s 


Witness and Theological Ethics. (Block, Weiss, 
Lysaught, and Martins, 2023, Journal of Moral 


Theology 4 (CTWEC Book Series, No. 4) 
e Chapter: Paul the Anargyros: History, 
God-Talk, and Ecumenism in the 


Healing Praxis of Dr. Paul 


Farmer, (Holman, 2023, Journal of 
Moral Theology 4 (CTWEC Book 
Series, No. 4). 
Book: Handbook of Positive Psychology, 
Religion, and Spirituality. (Davis, Worthington, 
and Schnitker, 2023, Springer, Cham) 
e Chapter: Theological Virtues, Health, 
and Well-Being: Theory, Research, and 
Public Health. (Long, K.N.G., 
VanderWeele, 2023, Springer, Cham). 


Upcoming Conferences and Calls for 
Papers 
(newest first) 


Upcoming: Christian Connections for 
International Health Annual Conference, 
Conference theme: “Hope in Health: Our Labor 
is Not in Vain”. Conference date: June 5-7, 
Washington, DC. Early bird rates end on 
March 15th. 

Call for Papers: Zhe Journal for the Scientific 
Study of Religion (JSSR) invites submissions 
for its W.E.B. Du Bois Special Issue on the 
intersection of religion and social inequality in 
the contemporary world. (Deadline: June 1, 
2022) 
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Editors’ Introduction: Fall 2023 Issue #9 


, / e are very pleased to share with you the 
ninth issue of the PHRS Bulletin. In this 
issue we fix our gaze on the ancient past 
with two scholars of antiquity who help us see 
ways that ancient religious responses to public 
health have something to teach us today. In our 
first_article, Associate Professor of Early and 
Medieval Christian History, Brenda Llewellyn 
Ihssen, describes how ancient Christian 
communities understood and practiced care for 
those in poverty and poor health. The article points 
to ways that faith and action were deeply 
intertwined in the ancient past in ways that remain 
relevant in our time. In our second article, 
Professor of Religion and the Healing Arts, Susan 
Holman, highlights recent publications and 
resources for those in public health who want to 
teach about ancient intersections of religion and 
health but don’t know where to begin. In her 
article, she details textbooks, articles, (and even 
podcasts!) that might serve as perfect starting 
points. Dr. Holman is also our guest editor for this 
issue and helped curate content that will be 
meaningful for PHRS Bulletin readers who work 
at the intersections of religion, spirituality, and 
public health. As always, we also provide an 
updated list of PHRS resources featuring new 
empirical work, upcoming conferences, and 
webinars. 


This issue marks our fifth year of publication! 
During our annual meeting this past summer, the 
PHRS board and editors discussed many ways the 
network and Bulletin might continue to deepen 
and expand in years to come. We are currently 
exploring some of these ideas and look forward to 
sharing updates with our readers in the coming 
months. 


Warmly, 


Kate Long for the PHRS Editorial Team 


- Editorial Team - 


Susan R. Holman, PhD, MS 

John R. Eckrich Chair and Professor, Religion and 
the Healing Arts 

Valparaiso University, Valparaiso, Indiana 


susan.holman@valpo.edu 
Guest Editor 


Katelyn Long, DrPH, MSc 
Human Flourishing Program, Harvard University 
Harvard T.H. Chan School of Public Health 


knlong@hsph.harvard.edu 
Editor 


Angela Monahan, MPH 
angela.grace.monahan@gmail.com 


Assistant Editor 
Ashley Meehan, MPH 
ashleymeehan20@gmail.com 


Assistant Editor 


Contact us at: PHRSadm1@publichealthrs.org. 
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Humanitarian Charity in History: Christian Beneficence for Public Health 
Brenda Llewellyn Ihssen!!! 


Editors’ Note: The PHRS Bulletin publishes a wide range of articles, with purposes 
ranging from education and pedagogy to advocacy to theoretical or historical reflection. 
In this piece, Brenda Llewellyn Ihssen examines the links between Christian charity and 
healthcare to understand the legacies of approaches, values, and practices that continue 
to influence communities and public health thinking today. 


R cin and healthcare are ‘having a 
moment;’ they have long been partners, 
but this relationship has not always been public in 
a society that might prefer to see them as 
contradictory. While the AIDS crisis and 9/11 
increased acceptance and visibility of faith-based 
partnerships in public health, COVID-19 further 
pushed the religion and healthcare liaison into the 
national spotlight, with open discourse about 
religious views on medical testing, vaccine 
development, public health expectations, and 
social responsibilities. Everyone had something to 
say, historically accurate or not. Yet in the 
dominant Christianity practiced in the United 
States, often it seems that Dolly Parton is the best 
representative of Christian charity since Jesus.' It 
is clear that those who seek to relegate care for 
those in need to governmental systems either are 
unaware of the historical roots and complex 
nuances of what is commonly called Christian 
‘charity,’ or they are ignoring altogether its deep 
historical links to health and health care delivery. 
This essay looks back at those links to help us 
understand the legacies of approaches, values, and 
practices that continue to influence communities 
and public health thinking today. 


There are a variety of terms for early Christian 
philanthropic activity. The most frequently used 
were euergesia (performing an act of kindness) 
and eleutheriotes (demonstration of divine 
liberality). Jesus and his followers inherited 
notions of philanthropy from Hebrew scriptures, 
and the Jesus movement had engaged in wealth- 
redistribution from the start. Theologians writing 
to wealthier converts are sometimes ambiguous,” 
but affirmed renunciation, distribution of wealth, 


and the alleviation of 
debt. Both New 
Testament and early 
Christian texts 
unequivocally 
denounce money as 
dangerous,’ even 
putting at risk one’s 
eternal salvation. 
Jesus’ view of to the 
hungry, the ill, and 
the poor, and his 
demonstration of 
love for God and neighbour? (by fiscal divestment 
to the poor)° was an operating principle for early 
Christian social groups,’ supported by various 
New Testament epistles.* It was several centuries 
before theologians extolled charitable relief for all 
regardless of beliefs? —but it is fair to say that 
Jesus’ activity for the most part transcended 
gender, status, and racial identity.'° 


Brenda Llewellyn Ihssen 


Early Christian communities cultivated virtues to 
assist Christian and non-Christian'! households, 
and provided indiscriminate public aid in times of 
social, medical, and economic crises. They show 
synergies with pre-Christian ‘classical’ Hellenistic 
ideals of hospitality and love of one’s neighbour, !” 
as well as varying degrees of government support 
beginning in the fourth century CE. Christians 
emerged as civic representatives of social welfare 
and philanthropy. Distribution motives did not 
always fit our modern views of ‘social justice,’ !? 
but in the context of the tools of their day—tetters, 
sermons, canon law, and the lives of saints't — 
charity distribution to benefit public health was 
understood to reflect an ethical, pious Christian 
life. Theological concepts like — salvation, 
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atonement, and the body of Christ, identified the 
poor, ill, aged, anguished, and enslaved as pious 
opportunities for giving. The practice of these 
values resulted in new approaches to assets 
managements, the concept of investments, views 
about the roles of the poor and unhealthy in 
society, new models of healthcare, and attention to 
the way that charity bound donors and recipients 
together toward a vision of healthy society in this 
life and salvation in the next.!> Church law and 
leadership ideals compelled those now in power— 
bishops and abbots—to apply charitable 
philanthropy in ways that included—but were not 
limited to—direct medical care for the needy. 


Charity is never independent of historical context. 
In Christian history, imperial politics and 
government attitudes toward funding religious 
institutions has shaped philanthropy, including 
healthcare-related charity. As charity was 
channeled through a centralized church, voluntary 
generosity!® was replaced with organized and 
controlled programs.'’ These included building 
and maintaining hospitals, hospices, and homes 
for the aged,!® the orphaned, the poor, the blind, 
the weary, the dying, and even the dead.’ 
Distribution of care to this new constituency 
reflected a shift in social classifications,”° a shift 
well worth remembering in light of headlines 
today: on housing crises, on mental health crises, 
or on the next wave in the opioid overdose crisis 
across the United States.”! 


» Asked what makes 
a good religious 
leader, the city of 
~ Alexandria’s fifth- 

_ century bishop, 
Cyril, replied, “The 
gift of prophetic 
visions is of no use 


~ to a ___ bishop, 
compared with 
giving to those in 
Saint John the Alms-Giver. need.’ B 
; th is y 
Byzantine Psalter, 14" Century Sig 
Cyril’s day, 


philanthropy had become a way of life for 
ordinary Christians, and not just bishops.7? The 
moral obligation to give alms to the church put 
goods into reliable circulation as_ charity. 
Ecclesiastical lists and sermons witness to 
registers for distributing money for public 
healthcare. The works of the Patriarch John the 
Almsgiver (6th-7th century) and Patriarch 
Tarasios of Constantinople (8th-9th century) 
testify to the thousands of clergy, women, men, 
and children who received charity in various 
forms: shelter, clothing, money, food, and 
healthcare.”4 Economy and theology were tightly 
connected and socially transformative, as care for 
others became, in time, care for an “ever- 
broadening circle of  recipients,”?° each 
understood as the body of Christ.”® 


Institutions varied in what they focused on. The 
municipal poor might turn to a variety of services 
from bishops and urban monasteries, while rural 
monasteries tended to focus on_ pilgrims,” 
offering food, clothing, shelter, and money. Some 
regulated “earned” charity,** while others built 
rules for giving into their daily work practices. The 
fourteenth-century Typikon of Theodora Synadene 
for the Convent of the Mother of God Bebaia Elpis 
in Constantinople,’ for instance, says that the 
nuns worked not only for their own “flight from 
the vanities of this world,” but also to be able to “ 
‘give to those in need’ [Eph. 4.28] in accordance 
with the commandment of the apostle.”*° The nuns 
were also expected to distribute the remains of 
their daily meal to “those who are driven by 
starvation and harsh and grievous famine to come 
to your gate every day.” 


By renouncing their wealth, Christians were 
encouraged to emulate the divine benevolence of 
the supreme giver of gifts,” but alms distribution 
was not necessarily the same as being divinely 
‘charitable.’ The Vision of Kaioumos tells of a rich 
man named Philentolos who, during his lifetime 
was equally committed to charity and 
dishonorable activities. There was lively debate 
after he died, over whether his charity was enough 
to ensure salvation. It likely pleased some of his 
critics when the hermit Kaioumos had a vision that 
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Philentolos was in neither 
heaven nor hell, but rather 
was spending his eternity 
with unbaptized 
children.*? The subtlety 
would not be lost on a 
seventh-century audience, 
but it is worth affirming ; ; 
here: Philentolos’ good aii Ma Hagel: 
that people still expect 
works were not nearly that funds will be 
good enough to outweigh distributed for the care of 
any “dishonorable others 
activities,” leaving him 
stuck forever in an uncomfortable limbo, rather 
than enjoying the rewards of paradise. 


Conclusion 


These stories remind modern audiences that 
religion is never divorced from other social 
systems such as_ politics, economics, and 
healthcare. The laws, sermons, letters, monastic 
Rules, and saints’ lives of pre-modern Christian 
texts clearly link charity with eschatological hope, 
but a hope that benefited all parties in the present 
in diverse and distinct ways. For these writers, 
charity prevented greed and hoarding** even as it 
promised immediate relief to communities and 
individuals in need. Inherited from Israelite, 
Hellenic, Rabbinic, and Roman philosophies of 
philanthropy, Christian charity, as a duty of care 
and as an expression and physical manifestation of 
theology, engaged full societal participation in a 
divine economy of faith and action. 


This article is based on Llewellyn Ihssen, “Charity 
and Almsgiving”, [2024]”. It has been 
substantially revised and shortened here. 
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23:8; Dt 10:17; Dt. 27:25; Prov 14:31; 
Eccl 5:10; Matt 16:26; Matt 19:16-30; 
Matt 26:15; Mark 10:23-27; Luke 12.16- 
21; Luke 16.19-31; Luke 16:13; 1 Tim 
6.10. 

Matt. 22.36-40. 

Matt. 19.21; Luke 12:33. 


. Justin Martyr, | Apol. 14; 67.6; 


Tertullian, Apol. 39.5. 


. 2 Cor. 9; James, 1.27; 2.14-17; 1 Tim. 


6:18-19. 


. Leo, serm. 10.4 (CCL 138:43): “Dum 


ergo tempus habemus, sic ait Apostolus, 
operemur quod bonum est ad omnes 
maxime autem ad domesticos fidei,” in 
Neil, “Models of Gift Giving,” 236, n.45. 


. The Syrophoenician woman of Mark 


7:24-30, notwithstanding. 


. Paul Veyne, Bread and Circuses: 


Historical Sociology and Political 
Pluralism, trans. B. Pearce (London: 
Penguin books): 19; Bruce W. Winter, 


{2. 


13. 
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Id. 


16. 


17. 


LLEWELLYN IHSSEN 


Seek the Welfare of the City: Christians 
as Benefactors and Citizens (Grand 
Rapids, MI and Carlisle Cumbria: 
Eerdmans, 1994): 19. 

“Philanthropy, from the Greek 
philanthropia-that is philein ton 
anthropon, to love the human person 
began as a theocentric concept and it was 
first used by the tragedian Aeschylos.” 
Demetrios J. Constantelos, “Origins of 
Christian Orthodox Diakonia: Christian 
Orthodox Philanthropy in Church 
History,” The Greek Orthodox 
Theological Review, Vol. 52, No. 1-4 
(2007): 2; Demetrios J. Constantelos, 
Byzantine Philanthropy and Social 
Welfare (Rutgers State University Press, 
1968), 3-17; G. Mussies, “Greek as a 
Vehicle of Early Christianity,” New 
Testament Studies, Vol. 29 (1983), 356- 
69; Rhee, Loving the Poor, Saving the 
Rich, 14-27. 

Holman, God Knows There’s Need, 11. 
See also “Problems in Approaching 
Poverty,” Pauline Allen and Silke Sitzler, 
in Pauline Allen, Bronwen Neil, Wendy 
Mayer, eds., Preaching Poverty in 
Antiquity: Perceptions and Realities 
(Leipzig, DE: Evangelische 
Verlagsanstalt, 2009): 21-28. 


. Allen, Neil, Mayer, Preaching Poverty in 


Antiquity, 35-68. 

Rhee, Loving the Poor, Saving the Rich, 
49-102. 

Kahlos, Religious Dissent in Late 
Antiquity, 161-62. A. R. Hands, Charities 
and Social Aid in Greece and Rome 
(Cornell University Press: 1968): 62-76; 
Countryman, The Rich Christian in the 
Church, 103-107. Garrison, in 
Redemptive Almsgiving, writes that 
“within the broadly classified popular 
morality of the Graeco-Roman tradition, 
we find no specific exhortations to the 
rich that they should give to the poor.” 
Garrison, Redemptive Almsgiving, 41. 
Cyprian of Carthage; Julian the Apostate. 


18. 


19. 


20. 


21. 


22. 


23. 


24 


Charlotte Roueché, “Caring for the 
elderly: creating a new concept and 
practice,” in Dionysios Stathakopoulos, 
ed., The Kindness of Strangers: Charity in 
the Pre-Modern Mediterranean (London, 
UK: Centre for Hellenic studies, 2007): 
21-36. 

Constantelos, Byzantine Philanthropy and 
Social Welfare, 88-110; 152-84; 185-22; 
222-40; 241-56; 257-69; 275-76; 270-72; 
274-75, respectively. See also, J. Herrin, 
“Tdeals of Charity, Realities of Welfare: 
The Philanthropic Activity of the 
Byzantine Church,” in R. Morris, ed., 
Church and People in Byzantium 
(Birmingham, 1990): 302-06. 

Patlagean, Pauvreté économique et 
pauvreté sociale, 9-35. 

Daniel Ciccarone, “The Rise of Illicit 
Fentanyls, Stimulants and the Fourth 
Wave of the Opioid Overdose Crisis,” 
Current opinion in psychiatry 34, no. 4 
(2021): 344-350. 

W.E. Crum, Der Papyruscodex saec. Vi- 
vii der Pillippsbibliothek in Cheltenham, 
Schriften der Wissenschaftlichen 
Gesellschaft in Strassburg 18 (Strassburg: 
K.J. Trubner, 1915), pp. 9.15 (Coptic) and 
61 (trans.). Teodosiana, Studia 
Ephemeredis Augustinianum 58 (Rome: 
Institutum Pontifictum Augustinianum, 
1997), pp. 16-35; in Brown, Poverty and 
Leadership, 45. 

Constantelos, Byzantine Philanthropy and 
Social Welfare, xi. 


. Herrin, “Ideals of Charity,” 301-02. 
25. 
26. 


Caner, The Rich and the Pure, 70. 
Matthew 25.31-46. This passage will be 
used consistently by patristic authors to 
reinforce ethical behavior. See, for 
example, Gregory of Nyssa, Jn illud: 
Quatenus uni ex his fecistis mihi fecistis; 
On the Love of the Poor (GNO 9.1:111- 
27), trans. Holman, The Hungry are 
Dying, 200-201, and Rudolph Brandle 
“This Sweetest Passage: Matthew 25:31- 
46 and Assistance to the Poor in the 
Homilies of John Chrysostom,” in S.R. 
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28. 


29: 


30. 
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Holman, Wealth and Poverty in Early 
Church and Society (2008), 127-39. 
Rudolph Brandle, Matth. 25,31-46 im 
Werk des Johannes Chrysostomos 
(Tubingen, Mohr Siebeck, 1979). For a 
treatment of the reception history of this 
passage, see Eric R. Severson, The Least 
of These: Selected Readings in Christian 
History (Eugene, OR: Cascade Books, 
2007). 

Herrin, “Ideals of Charity,” 303; Holman, 
The Hungry are Dying, 64-98; Claudia 
Rapp, Holy Bishops in Late Antiquity: 
The Nature of Christian Leadership in an 
Age of Transition (University of 
California Press, 2013): 215-34. 

See, for example, an early version of this 
in Nitria: “He [the guest] stays here all the 
time, even if for a period of two or three 
years. They allow a guest to remain at 
leisure for one week; from then on he 
must help in the garden, bakery, or 
kitchen.” Palladius, “7. The Monks of 
Nitria,” in Palladius, The Lausiac History 
of Palladius, trans. Robert T. Meyer 
(Mahwah, NJ: Paulist Press, 1964): 40- 
41. 

Theodora Synadene, Typikon of Theodora 
Synadene for the Convent of the Mother 
of God Bebaia Elpis in Constantinople in 
Thomas, Hero, eds., Byzantine Monastic 
Foundation Documents a Complete 
Translation of the Surviving Founders’ 
Typika and Testaments, trans. Talbot, 
1512-78. 

Synadene, 7Typikon of Theodora 
Synadene, trans. Talbot, [95], 1551. 
Synadene, Typikon of Theodora 
Synadene, trans. Talbot, [89], 1549. One 
of the outstanding features of this series 
of translations is the cross-referencing of 
the typica; Talbot notes that the daily 
distribution is similar to (28) Pantokrator 
[11], (29) Kosmosoteira [6], (32) Mamas 
[13], (33) Heliou Bomon [13], and (58) 
Menoikeion [7]. In the Document Notes of 
Synadene, 7Typikon of Theodora 
Synadene, trans. Talbot, 1578. 


32. Caner, The Rich and the Pure, 33. 

33. F. Halkin, “La Vision de Kaioumos et le 
sort éternel de previous hit Philentolos 
next hit Olympiou,” AB 63 (1945): 56— 
64. 

34. Gerasimos Merianos, George Gotsis, 
Managing Financial Resources in Late 
Antiquity: Greek Fathers’ Views on 
Hoarding and Saving (London, UK: 
Palgrave Macmillan, 2017): 1-7. 


Suggested further reading 
On economic history, see: 


e = Laiou, Angeliki E. Ed. The Economic History of 
Byzantium: From the Seventh Through the 
Fifteenth Century. Volume I, I, IU. Washington 
D.C. Dumbarton Oaks. 2002. 


e =Patlagean, Evelyne. Pauvreté économique et 
pauvreté sociale a Byzance: 4e-7e siécles. Reprint 
2017. Berlin ;: De Gruyter Mouton, 2017. 


On economics and religious formation, see: 


e Countryman, Louis William. The Rich Christian 
in the Church of the Early Empire: 
Contradictions and Accomodations. New Y ork: 
E. Mellen Press, 1980. 


e Gonzalez, J. L. Faith and Wealth: A History of 
Early Christian Ideas on the Origin, Significance 
and Use of Money (Eugene, Ore. 2002). 


e Holman, Susan R. Wealth and Poverty in Early 
Church and Society (Holy Cross Studies in 
Patristic Theology and History). Grand Rapids: 
Baker Publishing Group, 2008. 


e Rhee, H. Loving the Poor, Saving the Rich: 
Wealth, Poverty, and Early Christian Formation 
(Grand Rapids, Mich. 2012). 


On patristic social ethics, see: 


e Holman, Susan R. The Hungry Are Dying: 
Beggars and Bishops in Roman Cappadocia. 
Oxford: Oxford University Press, 2001. 


e Leemans, Johan. Reading Patristic Texts on 
Social Ethics: Issues and Challenges for Twenty- 
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First-Century Christian Social Thought. Catholic 
University of America Press, 2011. 


e Matz, Brian J. Patristics and Catholic Social 
Thought: Hermeneutical Models for a Dialogue. 
Notre Dame: University of Notre Dame, 2014. 


On philanthropy, charity and alms: 


e Caner, Daniel. The Rich and the Pure: 
Philanthropy and the Making of Christian Society 
in Early Byzantium. Oakland, California: 
University of California Press, 2021. 


e Constantelos, Demetrios J. Byzantine 
Philanthropy and Social Welfare. Rutger’s 
University Press, 1968. 


e Downs, David J. Charity, Rewards and 
Atonement in Early Christianity. Waco, TX: 
Baylor University Press. 2016. 


e Garrison, Roman. Redemptive Almsgiving in 
Early Christianity. Journal for the Study of New 
Testament Supplement Series 77. Sheffield 
Academic Press. 1993. 


e Llewellyn Ihssen, Brenda. They Who Give From 
Evil: The Response of the Eastern Church to 
Moneylending in the Early Christian Church. 
Cambridge: James Clarke & Company, 2013. 


e Schrift, Alan D. The Logic of the Gift: Toward an 
Ethic of Generosity. Edited by Alan D. Schrift. 
London: Routledge, 2014. 


e Stathakopoulos, Dionysios, ed. The Kindness of 
Strangers: Charity in the Pre-Modern 
Mediterranean. London: Centre for Hellenic 
studies. 2007. 


[1]-Brenda Llewellyn Ihssen teaches courses in the 
history of early and medieval Christianity, and 
specific topics in historical theology and Eastern 
Orthodox Christianity. She also teaches in the 
International Honors program. Her research is 
focused primarily on social ethics found in Greek 
patristic and monastic texts of the late antique/early 
Byzantine era. She is the author of “They Who Give 
From Evil”: the Response of the Eastern Church to 
Money-lending in the Early Christian Era (Wipf and 
Stock, 2012) and the John Moschos’ Spiritual 
Meadow: Authority and Autonomy at the End of the 
Antique World (Ashgate, 2014). 
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Ancient History, Public Health, Religion, and Spirituality: Resources for 
Pedagogy 


Susan R. Holman!!! 


Editors’ Note: The PHRS Bulletin publishes a wide range of articles, with 
purposes ranging from education and pedagogy to advocacy to theoretical or 
historical reflection. In this piece, Susan Holman examines recent publications 
and tools that explore ancient pre-modern intersections of religion and 
spirituality (R/S) and public health topics. Going further, she highlights 
additional resources that health science faculty may find useful in supplement to 


existing public health or R/S curricula. 


s this network and Bulletin have 

emerged over the past five years, it is 

evident that readers share a 
commitment to evidence-based data on why 
and how religion/spirituality (R/S) matter for 
public health in the twenty-first century. 
Readers also, clearly, share a broad interest in 
good stories on how we might learn from the 
past. And yet the “past” in public health 
stories is often—at least it seems so to me— 
limited to data or stories from sometime 
within the past one, or at most two centuries, 
starting around the time of Edward Jenner, 
that milkmaid, and that cow. But what if we 
push back further, for yet more ancient pre- 
modern intersections of R/S and public health 
topics? How might health-related texts before 
Pasteur, Koch, Jenner, before the French 
Revolution, before even the earliest 
microscopes of the sixteenth century! — 
inform modern public health pedagogy? In 
what follows, I highlight just a few recent 
publications and open access pedagogical 
tools that ask that question, which might be 
used in the classroom to invite students to 
explore and consider how the ancient past 
speaks to us today. I focus first on a recently 
published Sourcebook of ancient medicine by 
scholars in religion and the health humanities 
designed as a full-course textbook, and the 
components it could offer in even short 


modules of other PW 
classes. I then 
highlight a 
sampling of other 
resources that 
might supplement 
existing public 
health or R/S 
curricula. Health 
science faculty Susan R. Holman?’ 

may also find 

these tools useful when launching into 
research on cross-disciplinary issues outside 
their scholarly “comfort zone,” to consider 
health narratives (and data, or hints of it at 
least) from the far distant past. 


A new sourcebook 


Historians Kristi Upson-Saia, Heidi Marx, 
and Jared Secord’s new text, Medicine, 
Health, & Healing in the Ancient 
Mediterranean, 500 BCE — 600 CE: A 
Sourcebook (University of California Press, 
2023)° invites readers to consider modern 
healthcare discussions through some of the 
sources at the root of modern western 
medicine in the late antique Mediterranean 
world. Intentionally designed to be a 
classroom-friendly text for students in public 
health and medicine as well as religious 
studies, disability studies, classics, and the 
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history of the ancient world, the book pairs 
short, accessible explanations with a wide 
range of key primary sources in English 
translation. 


The Sourcebook opens with immediate 
engagement of the “why” question—why is 
ancient medicine relevant for those who care 
about religion and the health sciences today? 
They answer this in the first five pages, with 
Six representative (1.e., logical but non- 
exclusive) reasons: (1) to cure historical 
amnesia aS we “trace the origins and 
legacies” and continuities of “approaches, 
values, and practices” we still observe today; 
(2) to understand how things have changed, 
as practices “sometimes morph to better suit 
new historical moments and new social 
contexts”; (3) to “complicate” our temptation 
to smugly assume that medicine has moved 
to a progressive know-all pinnacle; in fact, 
providers in the ancient past “had medical 
insights long before we did”; (4) to inspire 
new perspectives; the context of a time very 
different from our own can “unstuck” us to 
“reorienting and refocusing”; (5) to help us 
“see how social and cultural norms infiltrate 
medical reasoning” in ways that prompt us 
“to question our own modern medical 
priorities and investments”; and (6) to help us 
cultivate “an impulse to be empathetic” by 
our encounter “with a wide range of 
worldviews, practices, preferences, and 
values—put simply...a plurality of people.” 
Following longer explanations of each of 
these possible reasons, Chapter 1 concludes 
with the crucial methodological question, 
“How do we study the history of medicine?” 
Here the authors highlight concerns that 
shape epidemiological factors across time. 
For example, we can identify environmental 
disparities that increased health risks for the 
poor: fevers suggesting malaria in those 
living in marshlands, air pollution from 


indoor cookstoves, and water pipes that 
correlate with measurably toxic levels of lead 
and other elements. Ancient sources offer a 
wealth of details on models of the healing 
professions, on sick people’s experiences of 
suffering, and make possible the study of 
human remains in bioarcheology, and hints 
about environmental and epidemiological 
conditions across class, race, and gender. 
Following this introduction, Chapters 2 and 3 
outline a chronological overview of Greek 
and Roman Medicine (Ch. 2) and the health- 
related living conditions of the ancient 
Mediterranean (Ch. 3). 


These chapters set the stage for Chapters 4 
through 15, twelve thematic modules that 
each include a brief essay by the authors, 
followed by substantial excerpts from what 
together total 48 representative primary 
[ancient] texts in English translation. While 
some are translations published elsewhere, 
many are newly commissioned just for this 
book. Chapter 4, “The Cosmos and the Body 
as a (Micro)cosm,” helps readers understand 
how differently ancients understood the body 
and the cosmos, in terms of humoral theory, 
geography, and astronomical forces believed 
to determine disease risks. Themes then 
range from “Theories” (Chapter 6), 
“Diagnosis” (Chapter 7), “Common 
Complaints” (Chapter 9), “Common 
Treatments and Therapeutics” (Chapter 10), 
to “Patients” (Chapter 12, “Ethics and 
Professional Conduct” (Chapter 13), and 
“Healing Places and Spaces” (Chapter 15). 
Public health themes thread through the 
essays and translations, particularly those on 
women’s health, epidemics, pharmacology, 
incubation and dream healing, ethics, and 
healing places and spaces. The Sourcebook 
ranges across a millennium, drawing from 
diverse philosophies and religions, but 
largely focusing on sources originally in 
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Greek and Latin, with representative 
religions limited to the Greek and Roman 
pantheon, Christianity, and to some extent 
Judaism. These limits were intentional and 
help keep the book affordable (at 432 pages) 
and practically useful for readers in the 
English-speaking Western world. 


In addition to the overview essays, the book 
includes 72 images from ancient art and 
archaeology that illustrate various physical 
aspects of community life and material or 
bodily practices. The supplementary back 
matter includes a timeline for those 
unfamiliar with this period in history, names 
and sources, a glossary of common terms and 
concepts in the context of ancient medical 
thought, a glossary of people, and a short 
bibliography for further reading. With the 
publisher’s blessing, the authors also 
developed and have posted a free online 
Instructors’ Guide, available at 
https://remedhe.com/pedagogy-2/. 


Disability in the Ancient World: 
Scholar Networks and Other 


Resources 


The Sourcebook is just one example (though 
it is a uniquely comprehensive example) of a 
variety of new resources for considering 
health care, community, and medical issues 
through a lens that prisms lessons from pre- 
modern history. Another, related but more 
interactively social, resource is the 
international working group cofounded by 
two of the Sourcebook’s authors, on 
Religion, Medicine, Disability, and Health in 
Late Antiquity (ReMeDHe). ReMeDHe is an 
open collective of academic scholars 
(including independent scholars and graduate 
students) who meet online together at a broad 
range of organizational conferences, and 
collaborate (pro bono) to support new ideas 


and junior scholars, and to “push the 
envelope” on diversity, equity, access and 
inclusion issues within the academic sphere. 
ReMeDHe has sponsored a summer writing 
workshop, “first book” workshops, all-day 
sessions on how to publish one’s first article, 
topical sessions at national and international 
conferences, and recently launched a book 
series on religion, medicine, and health in late 
antiquity.‘ ReMeDHe affiliates have also co- 
taught large-scale courses relevant to 
religion, health, and public policy, and 
members used the pandemic to freely share 
online resources, syllabi, and educational 
videos. Its volunteer model, independent of 
today’s ruling climate of institutional funding 
insecurities, may encourage other affiliations 
of health care-related scholars to do the same. 
In 2022, the REeMeDHe Board drafted a list 
of best practices and action items 
professional societies and __ scholarly 
communities could take to be more inclusive 
and welcoming to historically 
underrepresented colleagues, then hosted a 
workshop in which scholars (mostly from the 
fields related to late antiquity) together 
produced Actions for Inclusivity in Scholarly 
Communities: A Working Guide. This 
example reminds us how engagement across 
disciplines (something PHRS is also engaged 
in) affords new dimensions’ of 
interdisciplinary work that takes seriously 
scholarship in various fields. 


Decentering ableism is an important theme in 
other resources on ancient religion relevant to 
modern public health concerns and debates. 
Voices from the field (and often personal 
experiences) of disability studies help readers 
rethink the cultural assumptions around what 
“healing” means for those with 
neurodiversity and other-abled bodies.° In 
her new book, Loving Our Own Bones: 
Disability Wisdom and_ the _ Spiritual 
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Subversiveness of Knowing Ourselves Whole 
(Beacon Press, 2023), Georgetown professor 
and rabbi Julia Watts Belser combines 
personal narrative, as a “queer disabled 
Jewish feminist” with examples directly 
relevant to public health today, of the stigma 
and shame that typically follows ‘normative’ 
readings of sacred texts in ways that deny 
disabled voices from the past.° Another voice 
working inside conventional medicine is that 
of Victoria Sweet, MD, who combines her 
clinical practice with the homeless with 
lessons from 12th century medic, artist, and 
mystic nun, Hildegard of Bingen.’ My 
community health nursing students instantly 
connect with clips from Sweet’s TEDx talk 
on lessons from Hildegard about “The 


Efficiency of Inefficiency.”* 


Diverse religious traditions and the 
ancient past 


Beyond these resources, there is a wealth of 
other material on similar topics that might be 
used to supplement classroom discussions or 
individual modules on premodern roots of 
R/S and their pertinence to global and public 
health issues today. Some focus on particular 
religious traditions. For example, new 
scholarship on the history of Jewish medicine 
in public health-related interests includes a 
2021 open access volume on Defining Jewish 
Medicine edited by German scholar, Lennart 
Lehmhaus, of the Institute for Jewish and 
Religious Studies in Tiibingen, Germany and 
funded by a research project at the Free 
University of Berlin; the book includes a 
chapter on “Public Health in Jerusalem 
according to the Talmudic Literature,” by 
Estée Dvorjetski. Swiss scholar, Monika 
Amsler explores the way Jewish Rabbinic 
texts contain (sometimes hard-to-notice) 
recipes for health, in her work on medical 
“magic” and the transmission of knowledge. 


(Both Lehmhaus and Amsler publish in 
English.) Connecting and encouraging 
further studies, the Herbert D. Katz Center 
for Advanced Judaic Studies at the 
University of Pennsylvania _ recently 
announced that its 2024-25 Fellowship year 
will support “new research at the intersection 
of Jewish studies and the study of health, 
medicine, and the body.” 


Addressing social determinants of health 
connected with ethnocentrism and bias, a 
number of resources about ancient health 
care may help “de-colonize” its classical 
focus on Greece and Rome. A new book from 
anthropologist-physician, Piers Mitchell at 
the University of Cambridge, highlights how 
parasites have shaped civilizations, including 
their (unintended) presence in the religious 
wars of the Crusades. Israeli scholar Ronit 
Yoeli-Tlalim, who teaches in London, 
recently published the richly illustrated 
ReOrienting Histories of __ Medicine: 
Encounters__along the __Silk __ Roads 
(Bloomsbury, 2021). Looking at 
bidirectional influence between ancient 
Greece and Rome with China and India, 
Yoeli-Tlalim illustrates medical practices 
that include the uses of dice, moxa-cautery 
(traditional Chinese medicine therapy), and 
related medical texts from the Dunhuang 
caves, a medieval Buddhist monastic library 
in northwest China, on the edge of the Gobi 
Desert. A more extensive study on these texts 
and their social context is Christopher Cullen 
and Vivienne Lo’s Medieval Chinese 
Medicine: The Dunhuang __ Medical 
Manuscripts (Routledge, 2005). Social 
factors in the history of health in Buddhist 
communities is also a pervasive theme 
throughout a massive anthology of English 
translations, Buddhism _and Medicine: An 
Anthology of Premodern Sources, edited by 
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C. Pierce Salguero (Columbia University 
Press, 2017). 


Online Resources 


All of these sources have value as we try to 
understand the past in ways useful for 
modern healthcare conversations. Many of 
them also wisely remind us of the danger, 
when reading history, of imposing 
retrospective diagnoses into disease 
frameworks that are based on very different 
cosmic interpretations from our own. Certain 
pathologies obviously cross time and some 
can be measured clearly. Bioarcheology can 
confirm, for example, malaria, plague, lead 
levels, malnutrition, and various work or 
domestic stressors. But ancient readers also 
describe symptoms that suggest very 
different realities in their world and ours. For 
instance, modern readers might be tempted to 
impose diagnostic terms like “schizophrenia” 
on descriptions of ecstatic spiritual 
experiences described in religious healing 
ceremonies, which may disregard how such 
encounters powerfully shaped and informed 
the experience of suffering and healing in the 
ancient world, and further, how echoes of 
these practices still exist in the modern world. 


A final example here is that of health 
historians and R/S researchers in public 
social media. The COVID-19 pandemic, for 
instance, inspired several Byzantine and 
classical historians to post open access 
resources and launch new podcasts on the 
histories of infectious diseases in the pre- 
modern world. One of these is Dr. Monica 
Green an independent scholar, former 
Radcliffe Institute Fellow, and author of 
more than 250 articles and translations on the 
history of global health, women’s health, and 
the ancient and medieval plagues.’ Kristina 
Killgrove brings her voice as an 


anthropologist to media news on 
bioarcheology. Anthony Kaldellis’s podcast, 
“Byzantium and Friends”—beyond the usual 
radar of public health feeds—also includes 
occasional interviews about new books on 
health conditions in the ancient world. His 
talk with historian Paul Stephenson, on 
“Lead mining and lead pollution _in_the 
Roman world,” discusses the science in detail 
and its measurable consequences on ancient 
bones, drawing from Stephenson’s ongoing 
project on metallurgy and environmental 
violence. Finally, Princeton-trained 
Byzantine historians, Merle Eisenberg and 
Lee Mordechai, teamed up in 2020 to launch 
“Infectious Historians,” with now more than 
100 hour-long interview podcasts posted on 
current research and new books connecting 
pre-modern (and modern) history with 
concerns around social and_ biological 
contagion health, and religion. Invited guests 
have ranged from public policy experts in 
Europe to medical research at the National 
Library of Medicine to new data on social and 
population effects of cholera, flu, Jews and 
the Plague, anti-vaxxers, 16th century 
Mexican missionary medicine, immigration 
health from the ancient to the modern world, 
and much more. 


In conclusion, the resources highlighted here 
are only a small sampling of new scholarship 
on ancient history that can be useful in public 
health pedagogy. Even when the data they 
document is visual and suggestive rather than 
globally statistical for modern epidemiology, 
such tools can help us—and our students— 
understand R/S nuances and their role in 
community transmission and control of 
diseases and health risks across time. 


Disclaimer: The author is a member of the 
ReMeDHe Board; all Board members serve pro 
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bono. She has no financial interests in any of the 


resources mentioned in this essay. 
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